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~ ff New (2nd) Edition—Gifford’s Oplithalmology 


Just Ready!—The New (2nd) Edition of Dr. Sanford R. Gifford’s Textbook of Ophthalmology gives 
you today’s essential knowledge of diseases of the eye—particularly emphasizing diagnosis and treat- 


i ment. For this New (2nd) Edition much new material has been added, many important changes made 
use eat numero new and highly instructive illustrations, both in color and in black and white, have 
n inc a 


hat t 
rial ‘ 
a 
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i In this New edition you get the latest advances such as the use of the sulfonamide drugs, the use of 

Vitamins, use of drugs affecting the sympathetic and para-sympathetic systems, including the 
recent work of Macht, Cannon and others. The discussion of diseases of the sclera has been much 
enlarged. A new classification is given of fundus diseases seen in arteriosclerosis and h ension, 
- and the important subject of paralytic strabismus has been further clarified, a feature of particular 
ries interest to the ophthalmologist. 


: Yes, Dr. Gifford has brought his book in line with present-day knowledge. He covers examination, 


jes- 


— _ etiology, symptomatology, clinical picture, diagnosis, medical and surgical treatment and prophylaxis 


our 

ne _ ma manner ideally suited to the needs of general practitioner, medical student and ophthalmologist. 
~ a 
tic | “th 26. illustrations, including 43 in color. 
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Sy Sas orp R. Grrrorp, M.A., M.D., PALS. Professor of Ophthalmology, Northwestern University Medical School, 470 pages, 54” x 74", 
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CURRENT PROBLEMS OF AMERICAN 
MEDICINE 


PRESIDENT’S ADDRESS 


FRANK H. LAHEY, M.D. 
BOSTON 


Probably few presidents of the American Medical 
Association have been or will be inducted into the 
office in more uncertain or more urgent times. It is 

nportant, therefore, to inquire as to whether or not 

he American Medical Association has been fulfilling 
its obligations in these times. As I observe its activities 
and the results of these activities, it seems to me beyond 
any question that this query can be answered in the 
affirmative. At the very outset of these turbulent times 
the American Medical Association offered its services 
to the national government in the way of ascertaining 
the availability of doctors for service, and this offer 
was promptly accepted by the government. Facilities 
were promptly set up at the headquarters in Chicago 
to send out the necessary questionnaires ; the necessary 
financial means, the office help and the mechanical 
facilities to handle the details of the questionnaires were 
provided, and the undertaking was immediately begun. 
Questionnaires were sent out to the latest known 
address of 186,303, and more than 150,000 have now 
been returned. Of this group about 146,000 have now 
been tabulated and put under the punch card system, 
so that they are available for immediate use for govern- 
ment needs. In addition to this, report forms have 
heen sent through state medical society headquarters 
to all county medical societies to ascertain the avail- 
ability of physicians for the care of those who are 
occupied in industry in the United States. These 
details are familiar to every one, but a nonboastful 
consciousness of a piece of work well done is the right 

‘every individual or group. It would not be immod- 
etl self approving for us as representatives of the 
American Medical Association to say that the under- 
taking of providing physicians for the care of our army, 
‘avy and industry would have been a much more 
difficult one, one requiring a much greater amount of 
ime and one that would have been much less efficiently 
done were not the facilities, resources and records of 
- American Medical Association available and _utiliz- 
able, 

This is merely a single small example of the often 
unrecognized and unappreciated advantages resulting 
0 this country from medicine having so efficiently 
organized itself. 





War resident's address before the American Medical Association at the 
“aety-Second Annual Session, Cleveland, June 3, 1941. 


PROVISION OF MEDICAL PERSONNEL 


As the result of their experiences in the last war, 
doctors have been apprehensive lest the mistakes made 
in that war as relates to the Medical Corps would be 
repeated in this war. No one believes that it is possible 
in an undertaking of such magnitude as is the raising 
and training of such a large army and navy as we 
must have that mistakes will not be made in the Medical 
Corps and that some of the mistakes even of the last 
war will not be repeated. We all expect that this will 
be so and likewise we all expect to be tolerant con- 
cerning these mistakes, in view of the size of the 
undertaking. It is fair, however, to request that the 
major mistakes of the last war are not grossly repeated, 
that the value so far as possible of assigning men in 
the service to work with which they are familiar and 
for which they are trained is appreciated. It is but 
fair to ask likewise that the need for the continuing 
production of well trained doctors be not overlooked. 
For a period it seemed possible that this mistake might 
be made, but it now seems probable that those in whose 
hands the destiny of the country rests are becoming 
increasingly aware of the dangers of in any way inter- 
fering with the constant production of doctors. Not 
only would it be a short sighted policy to interrupt 
their education while in the medical school, but within 
reason it would be likewise short sighted to deny them 
at least some period of practical hospital training. 
Obviously it will not be possible in the present situation 
to provide as ideal a period of hospital training after 
graduation of medical students as can be obtained in 
less troubled times, and to meet these times a com- 
promise between what is ideally desirable and what is 
practically feasible represents the need of the situation. 


DEFERMENT OF MEDICAL STUDENTS 


We can well take a page from England’s book 
regarding doctors and realize that not only are medical 
students not permitted to be drafted but they are not 
permitted to volunteer. The yearly production of doc- 
tors in this country amounts to about 5,000. Of the 
doctors practicing in this country about 3,800 for 
various reasons such as old age, sickness and death 
become unavailable for service, and the yearly demand 
for doctors in the various branches of the service 
amounts to about 3,500. No one has any idea how long 
it will be necessary to maintain such an army and 
navy as is contemplated, and it is therefore evident 
that the simple dictates of good sense indicate the 
necessity of the constant production of a supply of 
doctors. We should insist, therefore, not only that 
those who are in the course of their medical education 
should be maintained in it but also that those who are 





~_s. 


definitely committed to the study of medicine and are 
in the premedical preparation period should be per- 
mitted to continue. 


SELECTIVE SERVICE ACT 


As a member of an appeal board which has now been 
functioning for several months, I have had the oppor- 
tunity to be in close personal contact with the quality 
of the functioning of the Selective Service Act. As a 
result of this experience it is my opinion that it is being 
handled well, being honorably conducted, that men are 
being selected on a fair and just basis and that politics 
is having, at least as far as I have observed, practically 
no influence on the character of its activity. There are 
a few features concerning the Selective Service Act 
which need clarifying, however, in order that it may 
function more justly to all and be less dependent on 
individual interpretations of the act. These are par- 
ticularly a greater stressing of the need of exempting 
trained mechanics and a more standardized policy as 
to the induction of married men. It is easy for a draft- 
ing board to assume that any one asking for exemption 
is seeking to avoid duty, with the result that men are 
being lost to war work who are urgently needed. These 
defects doubtless with further experience will be so 
clarified that this desirable end will be brought about. 

It seems probable that as time goes on there will be 
greater and greater need for more help from the medical 
profession. There has been no group of men in periods 
such as these who have been more willing to serve 
than have the doctors. I feel sure that the demands to 
be made on us, which unavoidably and certainly must 
come in the ensuing months, will be met with satis- 
faction to our government and with credit to our 
profession. 

A position also worked out by the English is worthy 
of our consideration and undoubtedly will eventually 
have at least to be thought of as a possibility—the 
development of a quota system as relates to the selec- 
tion of American doctors. There has already been a 
greater number of medical volunteers from the South 
than from the North, and there will probably be areas 
where, as a result of greater volunteering, the number 
of doctors available for the community will be too 
limited. Should the present situation become even more 
urgent than it is, it is conceivable that many hardships 
may be worked in communities. An ideal arrangement 
in England has been worked out by means of the 
so-called quota system, by which committees select the 
number of men who are to go from different areas 
and suggest individuals for selection. These individuals 
are permitted as are draftees to make appeal, submitting 
their reasons, which are given serious consideration 
before the matter is settled. Obviously, the criticism 
of this is the question of its feasibility in a democracy 
such as ours. It may well, however, eventually prove 
necessary and should be in our minds at least as a 
possibility. 

MEDICAL EDUCATION 

I have always been interested in medical education, 
having spent a considerable portion of the first part 
of my life in undergraduate education and a definite 
portion of the latter part of my life in postgraduate 
education. Having been literally steeped in clinical 
medicine and surgery, I have at least a background of 
experience from which to develop some convictions 
regarding the subject. 

It has always seemed to me that one of the greatest 
difficulties in medical education was to maintain a 
proper balance between the scientific side of medicine 
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and the practical side of medicine, the research aspect 
of medicine and the clinical aspect of medicine. It has 
always seemed to me important for every doctor to 
keep’ constantly before his mind the remembrance that 
the practical purpose of medicine is to care for the 
sick, As I have observed medical education particularly 
as it relates to surgery, since this is the field in which 
I am best qualified to judge, it has seemed to me that 
clinical surgeons are too apt to overvalue their clinical 
experience and technical skill and so unjustly depreciate 
professors of surgery doing a limited amount of actual 
surgery and a considerable amount of surgical teaching 
and experimental investigation. This can be and at time. 
has been a real injustice. There are many teachers of 
surgery combining clinical judgment, technical skill, 
investigative interest and ability to stimulate, train and 
produce excellent young surgeons. There is, however, 
a certain amount of justice at times in this criticism, 
owing to the fact that medical schools often tend to 
place too many executive burdens on the heads of their 
department of surgery, to evaluate the quality of their 
professors of surgery too much in terms of their research 
products and to desire that their professors of surgery 
be excellent clinical surgeons but still turn over a large 
part of the clinical surgery to be done by residents 
in order to turn out the largest possible number of 
trained and experienced surgeons. As one who has 
spent his life busily occupied with clinical surgical 
problems and a large amount of actual personal oper- 
ating, I am convinced that to teach surgery one must 
be busily occupied with the actual problems of surgery, 
that to be able to stimulate an interest and curiosity 
in surgery the teacher of surgery must be able to 
discuss the subject with his students not in terms solely 
of literature, theory or laboratory, although this is 
essential, but in terms of actual large personal experi- 
ence. It has always seemed to me futile to assume the 
position that surgeons can be made by any other way 
than by surgery. With justice to both sides of the 
question, those who are daily occupied with the prac- 
tical and technical sides of surgery must be careful lest 
their criticism of research surgeons does not constitute 
an apology for the lack of this quality in themselves. 
So, too, those who are busily occupied with under- 
graduate teaching and laboratory investigation must 
realize that their constant contact with relatively imma- 
ture medical minds and their occupancy of an almost 
revered position in these as yet inexperienced minds 
does not cause them to acquire the habit of talking and 
thinking from above downward. If we could all remind 
ourselves several times each day that none ot us in any 
branch of medicine are as great or as important as we 
think we are, and more important still than that, never 
as great as others sometimes think we are, it would 
be a fine thing. 


ELEVATION OF MEDICAL STANDARDS 


I am daily impressed with the fact that the standard 
of medicine is being constantly and satisfactorily 
elevated and I am more and more impressed with 
the fact that the best way to elevate medicine 1s 1 
teach the people what good medicine is, on the one 
hand, and, on the other, to strive, as is ¢ mstantly 
being done by the profession, to elevate medicine eps 
itself. This will, in my opinion, accomplish more wit 
less dislocation of what has already been accomplished 
in medicine than any other plan. While it 1s @ little 
discouraging to see quacks flourishing and repo 
manufacturers prospering, one must remember that té 


has always been the privilege of the people through 
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venerations. I have little faith that gullibility will ever 
~ompletely cease to be a human failing. I have a definite 
-onviction, however, that with legislative acts as to 
-uthful advertising, that with the pure food and drug 
laws, that with the greater interest on the part of the 
oublic in reading sound articles on medicine and with 
vreater effort on the part of medicine, in which the 
\merican Medical Association has played no small 
jart, to raise the standards of medical education and 
the quality of hospital service, the standards of medi- 
cine in this country are being soundly and progressively 
elevated to a level which is not only gratifying to us 
hut a credit to our country in the eyes of the world. 

The activity of qualifying boards over the past and 
recent years promises with time to do something which 
has been urgently needed for a great many years, that 
is at least to exercise a quality, and possibly also in the 
‘ourse of time a quantity, control over specialization. 


THE NURSING SITUATION 


As I have observed the changes in medicine from 
time to time, I have been increasingly apprehensive 
concerning the nursing situation. I am highly conscious 
of the fact that criticisms of some of the present trends 
in nursing may meet with far from approving reactions 
nthe part of the nursing profession. Since I speak as 
ne in daily contact with the nursing problem at the 
bedside, in an executive capacity and in its specialized 
branches, I am at least qualified by experience to make 
sme observations concerning it. I have been fearful 
fora number of years that the trend in nursing is away 
from service to the patient and too much in the direc- 
tion of higher education. I have been fearful lest the 
higher and higher standards of requirements for 
entrance and graduation in nursing might not make 
itmore and more difficult to obtain a sufficient number 
f nurses to meet our increasing demands. This is an 
apprehension which our present situation as relates to 
nurse shortage indicates as being more and more 
justifiable. What with the demands made on nursing 
at the present by army service, by public health, by 
industry and by other special branches in nursing, 
together with the relatively high cost of nursing for 
patients, it is necessary for nurses, physicians and legis- 
ators to have in mind at least the possibility of the 
employment of the practically trained nurse to meet 
the fnancial demands of the situation and the lack of 
personnel in the way of trained and registered nurses. 
would be wrong for me with my interest in nurses 
and their future not to suggest to them that they take 
ced lest they educate and legislate themselves out of 
e important place they have held in medicine and 
nthe community. It is really no exaggeration to say 
‘at, with many of the personal attentions to patients 
clegated to ward maids, the real art of nursing can 
«lost to the nursing profession. 


ANESTHESIA 

Having spent my life as I have in surgery, it is but 
‘atural that my observations should relate themselves 

problems intimately connected with this branch of 
medicine, among which stands out most importantly 
“at of anesthesia. I have been interested in the subject 
‘ anesthesia for a great many years. I have been 
‘terested in the training of anesthetists, I have been 
“terested in elevating the standards of anesthesia, and 
‘fave had definite convictions that, by the training of 
sod anesthetists and the elevation of the standards of 
‘iésthesia, Operative procedures could be made more 
“le ior patients, that fewer complications under 
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some of the newer forms of anesthesia would result and 
that operative procedures could be made infinitely more 
comfortable for patients under some of these newer 
forms of anesthesia. A greater and greater experience 
with these methods and the development of a larger 
and larger department of anesthesia in the clinic have 
convinced me more than ever of the soundness of 
these convictions. I have for a number of years mildly 
and gently reproached medical schools for their lack 
of interest in teaching and furthering the develop- 
ment of anesthesia. It has not been an easy task to 
accomplish the progress which, with the aid of a few 
enthusiastic pioneer anesthetists, has been obtained in 
this field, and there is still a large opportunity for 
greater progress in this department of medicine. There 
can be no doubt in the mind of any one who has had 
sufficient experience with the newer developments in 
anesthesia in the hands of those expert to employ them 
that they have made possible operative procedures 
hitherto deemed unfeasible, that they have lowered 
mortality rates and lowered morbidity. There is no 
doubt in my mind, as I wrote in a recent editorial 
on this subject, that the hospital which does not have 
anesthetists trained and experienced in all of the newer 
developments of anesthesia—endotracheal, ethylene, 
cyclopropane, regional, field block, pontocaine, nuper- 
caine, continuous spinal anesthesia, intravenous pento- 
thal, cervical block, paravertebral block and suction 
bronchoscopy—will not be in step with the times, that 
a hospital not having these facilities will not be able 
to show the low morbidity and mortality rates that a 
hospital possessing these facilities will be able to show. 
I am impressed with the fact that the frequent explana- 
tion of why such anesthetists are not employed in 
hospitals is that hospitals cannot afford them. It is my 
distinct conviction in many instances that this is due 
to the fact that many hospitals employ nurse anesthetists 
at relatively low salaries with a profit to the hospital. 
No reflection on nurse anesthetists is intended. Under 
the direction of trained physician anesthetists they can 
have a real place in the administration of inhalation 
anesthetics. To be sure, this profit is usually employed 
unselfishly in doing further charity work, and yet this 
is not rendering to the patient the best possible service 
for which he pays. While these remarks may seem a 
little critical, I am pleased to say that as I travel the 
country I see an ever increasing interest in this subject 
and an increasing number of hospitals which employ 
trained anesthetists and the advances in anesthesia. 


POSTGRADUATE EDUCATION 

One of the facts which has always impressed me 
about American medicine has been the thirst for knowl- 
edge on the part of physicians. As I travel the country 
from one end to the other, I am moved by the number 
of doctors who are willing to give up their practice, to 
travel limitless numbers of miles to acquire knowledge. 
As I see them in postgraduate meetings, often the same 
faces in the front rows, taking notes, listening atten- 
tively hour after hour, I am deeply impressed with 
the sincerity of their purpose, with the height of their 
ambition to improve themselves and with the zeal they 
display in accomplishing this. I doubt if there exists a 
group of men in the world who labor more diligently 
or more religiously or with greater constancy to improve 
their knowledge than do doctors. One has but to 
tabulate the number of postgraduate teaching courses 
going on in this country, the number of organized 
medical society meetings before which papers are read 
and the number of doctors who are in constant motion 








in the way of visiting medical centers, medical schools 
and clinics to be convinced of the truth of this state- 
ment. The popularity of postgraduate teaching meet- 
ings is evidence of the fact that knowledge is being 
sought and these meetings are answering a real need. 

There is an aspect, however, of this situation which 
needs consideration, and that is from the point of view 
of the talent available for this postgraduate teaching. 
Should the number of postgraduate seminars increase 
materially, it will be necessary either for these seminars 
to develop additional teaching talent or for some of the 
teachers at these seminars to arrange to eliminate their 
practice at home and to accept the fact that they are 
to become full time postgraduate teachers. It has always 
seemed possible to me as one busily occupied in post- 
graduate teaching that a better control in the way of 
spacing and planning postgraduate seminars could make 
them even more valuable to those physicians who wish 
to attend them and less burdensome to those teachers 
who are in the habit of occupying positions on their 
teaching staff. This suggestion is presented not as a 
personal complaint but as a suggestion whereby the 
quality of postgraduate teaching could be maintained 
and perhaps even improved. 


WAR BETWEEN CAPITAL AND LABOR 


It is impossible it seems to me in these times, and 
for any man with convictions, to make a presidential 
address without discussing in some degree world affairs. 
In the beginning of this address I stated that probably 
no President had been inducted into office in the 
American Medical Association in more uncertain or 
more urgent times. It is of interest perhaps in dis- 
cussing our present situation in general terms to inquire 
why they are uncertain. They are unavoidably uncer- 
tain I believe as far as we are concerned because of 
world conditions. They are uncertain because we enter 
these conditions after a period of financial depression, 
after a period of economic experimentation which has 
been by no means successful in accomplishment, and 
this is said without criticism. No experiment can be 
certain of successful outcome before it is tried. They 
are uncertain because we have witnessed, perhaps 
unavoidably, a division of the country into bitter and 
hostile camps, both of which have been guilty of shame- 
ful exaggerations and untruths, if not premeditated 
misstatements about each other. Uncertain because 
labor and capital also are so irrevocably at odds with 
each other. Admitting the undeniable short-sightedness 
of capital while in the saddle, and no one who is honest 
can doubt it, there is little evidence that with labor in 
the saddle, as it is now, it is making any better job 
of it. Tolerance, forbearance, charity and moderation 
are apparently qualities not associated with those to 
whom is given the direction of large affairs. It appears 
equally lacking in capital and in labor, and one must 
have in mind the effect of such large authority and 
power on the minds of men as to their ability to think 
clearly, to project their minds clearly into the future 
in terms of possible distant effects, and to deal with 
situations justly and wisely without fear and without 
selfish interest. 

SOCIAL GAINS AND PRESERVATION OF DEMOCRACY 


What do we need in this present turbulent, uncertain 
situation more than anything else? Preeminently an 
understanding of the seriousness of the situation. There 
is nothing, it seems to me, more necessary and more 
lacking in the present situation than an appreciation 
of its seriousness. It is likewise apparently a human 
attribute to fail to face disagreeable facts—to make 
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them easier to live with by depreciating them or py 
not admitting their existence—and yet this has been 
one of the most expensive attributes to races and coun- 
tries of recent times. In view of what I have for months 
insisted on, the real urgency of this situation is that 
we need outstandingly a dispersing of internal conflicts 
until the question of what is going to happen to the 
country is settled. Of what value is it to either side 
to win a victory in internal conflicts with the future of 
the country really uncertain, as I again insist it is? We 
should all make some generous gestures, and the higher 
places from which they are made the better will be the 
example and the better it will be followed. Let us all 
accept the taxes without question, let us support with- 
out complaint any increases that are necessary, let those 
of us who opposed the present administration accept 
and support it wholeheartedly and during this emer- 
gency withhold criticism of it except when we have 
constructive suggestions to make. 

An immediate constructive suggestion, it seems to me, 
is real evidence that an effort is being made to reduce 
general expenses, not so that you and I can have less 
taxes but so that more money can be made available for 
defense expenditures. We ask for better evidences that 
reforms are to be set aside if only temporarily until the 
present emergency is over, better evidence that per- 
sonalities with divergent opinions demonstrate better 
tolerance of their opposing points of view. We should 
all have a conviction concerning the war, but the nation 
should take a position very soon and, regardless of 
what we have said or thought, there must be national 
unanimity. If we are still in the stage of debate, let 
it be fair, free, unrestricted and without penalty. We 
must and at no late date, however, establish what is 
to be the policy of this nation as relates to the war 
situation. To my mind there is nothing and in the 
history of this country never has been anything which 
will influence the future of America more than the 
nature of this decision. When it is made, one of 
the most futile, stupid and unpatriotic things one could 
do would be to attempt to change that decision. 
Whether it is to be war or so-called all out support 
short of war, it is important to realize now before this 
decision is decisively made that there will then be only 
one kind of Americanism, that is the kind with 100 per 
cent support. 

My own opinion, and I believe that it is my duty to 
express it, is that we are already committed to a post- 
tion, whether we like it or not. I myself like it. We 
have dared the dictator. It is too late to appease him, 
and the word has no meaning in his language. We 
should arrive at a conviction concerning isolation. Is 
it right? It is my conviction that it is not. I prefer 
destruction if it need be to survival in cowering terror. 
Give me positive commitment rather than compromis- 
ing, unsatisfying safety. If I must face my friends 1 
democracy trying to explain my reasons for seeking 
dubious safety and leaving them to their fate, I prefer 
the uncertainties of the hazardous undertaking frankly 
faced as hazardous, and to accept them. It 1s my 
opinion that if disaster should overtake us in this 
hazardous undertaking it would be no more tert ible 
than what will happen to us if we are to try to isolate 
ourselves. We shall still have ourselves to live with. 
This nation has been gallant in the past and it can be 
gallant again. I do not believe that there is 4 safe 
course. In dangerous times such as these I would like 
to make as a closing statement that it is my conviction 
that a dangerous course has real advantages. 


605 Commonwealth Avenue. 
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THE FATE OF PATIENTS WITH 
UNTREATED BRONCHIECTASIS 


HOWARD H. BRADSHAW, M.D. 


FLOYD J, PUTNEY, M.D. 
AND 


LOUIS H. CLERF, M.D. 
PHILADELPHIA 


It is commonly assumed, in the absence of any real 
proof, that patients with a chronic productive cough and 
sputum that 1s free from tubercle bacilli are not seriously 
il. Such patients are considered as having “chronic 
bronchitis,’ and often no real attempt is made to do 
much for them either diagnostically or in instituting 
therapeutic measures. These patients may be able to 
carry on routine activities throughout a greater part of 
the year but frequently are incapacitated for a longer 
or shorter period each winter. They have many epi- 
sodes of acute infections of the respiratory tract usually 
diagnosed as pneumonia, pneumonitis or pleurisy. It 
usually is the acute phase of the disease that has con- 
cerned the physician. It is our purpose in this paper to 
present a follow-up study on 242 cases of bronchiectasis. 

With the increasing use of surgical measures in the 
treatment of bronchiectasis, it is important to evaluate 
carefully the life expectancy of patients not receiving 
treatment. One may properly ask Is it justifiable to 
urge an operation of the magnitude of pulmonary 
lobectomy or lobectomies? What is the outlook of 
patients with bronchiectasis if surgical intervention is 
not instituted? Information concerning these questions 
should be available to the physician who treats patients 
with bronchiectasis. The mortality from the operation 
has been lowered to reasonable figures in skilled hands, 
approximately 10 per cent. For unilobar disease the 
mortality is under 5 per cent. Few reports bearing on 
the mortality from the disease itself and from its com- 
plications are available. The frequent fatal termination 
of bronchiectasis apparently is not well understood. 

The cases of bronchiectasis included in this report 
have been diagnosed by roentgen ray studies and the 
employment of iodized oil or by bronchoscopy. The 
latter method of diagnosis may be open to some ques- 
tion. With a bronchoscope one can determine the con- 
dition of the bronchial mucosa and bronchial spurs and 
the presence or absence of pus—in other words, pul- 
monary suppuration. One may not be able to ascertain 
the exact cause of the suppuration ; however, in expert 
hands the diagnosis by bronchoscopy can be relied on 
(0 a great extent. Iodized oil was first used for lung 
mapping in the Jefferson Medical College Hospital dur- 
ing 1925, and therefore this report includes cases diag- 
nosed as bronchiectasis between 1925 and 1935, inclu- 
sive. The year 1935 was arbitrarily chosen because it 
was thought that after that date adequate time had not 
elapsed for accurate data to be available. Most reports 
on bronchiectasis include data up to the time of writing. 
It does not seem logical to include in a prognostic study 
of chronic disease cases that have only recently been 
diagnosed. No cases are included in which a foreign 
body was the etiologic agent. Bronchiectasis resulting 
irom « previous pulmonary abscess or from tuberculosis 
also is excluded. Only those cases of bronchiectasis 
watch presented no known etiologic agent are included. 

A study of this character is of necessity incomplete 


because of the difficulty in making contact with patients 
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or their relatives. Many of them come from great 
distances. The method used was to send a compre- 
hensive questionnaire to each patient. If no reply was 
obtained, a letter was sent to the referring physician, 
and if no information was obtained from these sources, 
the Retail Credit Company was employed to trace the 
patient. If evidence was found that the patient had 
died, the Bureau of Vital Statistics was asked to send 
a copy of the death certificate. Admittedly there are 
many inaccuracies, but in a general way the facts 
obtained are probably representative. 

As previously stated, few reports are available on 
the fate of the patient with untreated bronchiectasis. 
There are many reasons for this. Few hospitals or 
clinic groups have an opportunity to see many patients 
with this disease. If there are no facilities to carry 
out appropriate studies or treatment the illness of many 
of these patients will not be diagnosed accurately. Bron- 
chographic examination as a diagnostic aid has been 
employed only fifteen years. In many clinics its use 
is more recent. It commonly is not employed as a 
routine in diagnosis unless surgical treatment is con- 
templated. Frequent use of bronchoscopy as a diag- 
nostic aid has been confined to a few medical centers 
until recently, and its routine employment in the study 
of cases of chronic cough still is not extensive. 


TABLE 1.—Grouping of the Two Hundred and 
Forty-Two Patients 
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A brief review of the literature on the prognosis of 
bronchiectasis reveals a wide variation of opinions. 
Jex-Blake ' found bronchial obstruction present in 37 
of his series of 105 patients coming to autopsy. Bron- 
chopneumonia accounted for 31 per cent of deaths. He 
expressed the belief that the disease was probably 
rapidly fatal. Boyd? studied 56 cases during a ten 
year period ; all the patients were children, and in most 
of them the onset occurred before the age of 2 years. 
Of these, 7 died, 4 of bronchopneumonia, 2 of miliary 
tuberculosis and 1 of nephrosis. Roles and Todd * had 
106 patients with bronchiectasis proved by iodized oil 
and followed from three to six years. The total mor- 
tality regardless of type of treatment or with no treat- 
ment was 38 per cent. The mortality in medically 
treated patients was approximately 50 per cent, and 
among surgically treated patients it was approxi- 
mately 30 per cent. Lebert* performed autopsies on 
52 patients with bronchiectasis with the following nota- 
tion: Twenty-one per cent had lived one year from 
the onset of symptoms, 7.7 per cent had lived two 
years, 30.7 per cent had lived three to five years, 
15.5 per cent had lived six to ten years and 25 per 
cent had lived ten years from onset of symptoms. 

In Warner’s® series the average duration of the 
disease from the onset of symptoms was ten years. 

1. Jex-Blake, A. J.: Bronchiectasis, Brit. M. J. 1: 591-594, 1920. 


2. Boyd, Gladys: Bronchiectasis in Children, Canad. M. A. J. 25: 


174-182, 1931. 
3. Roles, F. C., and Todd, G. S.: Bronchiectasis: Diagnosis and 
Prognosis in Relation to Treatment, Brit. M. J. 2: 639-643, 1933. 
4. Lebert, H.: Klinik der Brustkrankheiten, Tiibingen, H. Laupp, 
1873-1874, vols. 1 and 2. 
Warner, W. P.: Factors Causing Bronchiectasis, J. A. M. A. 


5. 
105: 1666-1670 (Nov. 23) 1935. 
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Twenty-three per cent of the patients had died after 
an average of nine years from the onset. Findlay and 
Graham ° observed 12 patients from onset up to twelve 
years, and of these 9 had died. They later studied a 
series of 32 patients and found the average duration 


TaBLeE 2.—Living Patients 
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of life from inception of the disease to be two and 
sixty-three hundredths years. Raia‘ studied 33 chil- 
dren with bronchiectasis who had been admitted to the 
hospital between 1932 and 1938. Iodized oil was used 
in 30; the remaining 3 were too ill to have the injec- 
tion given, and all 3 died. Raia expressed the belief 
that unless infection is controlled all types progress 
to the more severe, saccular form. He had 11 patients 
with this type: 4 patients remained unimproved, 2 died 
from the complications of bronchiectasis, 4 had a rapid 
downhill course necessitating surgical intervention and 
1 had a thoracotomy for drainage. 

In 1939 Selby * reviewed 120 cases of bronchiectasis 
in children in New South Wales. He traced 56 of 
120 patients who had been admitted between the years 
1918 and 1938. He included data on children who had 
not had studies done with iodized oil. It is impossible 
to arrive at any mortality figure from Selby’s study 
because, of the 120 patients, 35 were living and were 
interrogated, 21 were dead and 64 were untraced. 
Since the Registrar General had no record of death 
among the 64 untraced patients, Selby expressed the 
belief that probably none of them had died. However, 
it does not seem accurate to include untraced patients 
in any follow-up study. 

The largest series of cases of bronchiectasis in the 
literature was that of Perry and King.’ Their report 
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was based on 400 cases diagnosed by roentgenographic 
examination; the 400 patients were admitted to the 
Massachusetts General Hospital between the years 1926 
and 1938, inclusive. One hundred and forty of these 
patients had undergone major surgical operations and 
were eliminated from this study. Of the 260 patients 
who did not have major operations 144, or 55 per cent 
were known to be living in January 1939, 66, or 26 per 
cent, were known to be dead and 49, or 19 per cent. 
were not traced. If the untraced group is excluded, as 
it seems more accurate to do, then the mortality rate 
can be based on the traced patients alone. Of this 
group of 211 patients 66 are known to be dead, giving 
a mortality rate of 31 per cent. x ity 

Of the 144 living and traced patients, 127 continued 
to cough and 123 raised sputum; 33 had hemoptysis. 
Thirty-eight per cent were in excellent condition, 42 
per cent in fair condition, 15 per cent in poor condition 
and 5 per cent in extremely poor condition. Forty-one 
per cent of those dead had died within five years of the 
onset of symptoms. (It should be remembered that 
this series includes cases diagnosed up to a period 
within a few months of writing.) Seventy-eight per 
cent of the dead died directly as a result of their disease. 
Only 6 of 114 patients who were checked after the 


TABLE 3.—Deaths 
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disease had been present from one to nineteen yeas 
showed any evidence of spread, and that was doubtful. 

Once bronchiectasis has been well established and 
proved by studies with iodized oil, does the bronchial 
system ever return to normal? This question /as not 
been entirely settled, but many authors have re 
the disappearance of symptoms and roentgenost 
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evidence of bronchiectasis. Duken and von den 
Steinen ?° stated that in young children the lung has 
the ability to repair itself and the growth factor com- 
pensates for the destructive process by the development 
of new, healthy tissues. Erb,’* in discussing the 
pathology of bronchiectasis, stated that the appearance 
of the bronchi in the early stages, before relining with 
epithelium takes place, is such as to suggest that heal- 
ing at this stage with actual diminution in size may be 
promoted by bronchoscopic drainage. When once the 
bronchi become relined with epithelium, such healing 
is no longer possible. 

After one has had the opportunity of examining many 
surgical or postmortem specimens taken from patients 
with bronchiectasis, one is at once impressed with the 
degree of dilatation of the bronchial lumens and the 
thickness of the bronchial walls along with advanced 
fibrosis of the intervening pulmonary parenchyma. 
That such extensive change ever returns to normal 
seems unlikely. It seems probable that in young chil- 
dren with early minimal involvement proper bronchial 
drainage may restore the lung to normal in a certain 
number of cases. We have seen patients who had 
demonstrable bronchiectasis at one time but in whom 
at the present time symptoms are lacking and studies 
with iodized oil give negative results; this, however, 
is unusual. Cookson and Mason? stated that there 
appeared to be no reliable statistics dealing with the 
expectation of life in cases of bronchiectasis in which 
conservative measures have been solely relied on. 

Table 1 shows the grouping of the 242 patients 
studied. After the elimination of all the cases of bron- 
chiectasis which may have been due to a pulmonic 
abscess or to the prolonged sojourn of a foreign body 
in a bronchus, those presented here represent as nearly 
as possible only cases of bronchiectasis with no posi- 
tively identified etiologic agent. The etiologic factors 
tabulated represent merely the condition from the onset 
of which the patient dated his symptoms of bronchi- 
ectasis. Whether any of these conditions should be 
seriously considered as causative factors is debatable. 

For the purpose of this study only data on the living 
patients who have not had regular bronchoscopic treat- 
ments and those not subjected to major surgical inter- 
vention are included along with the data on patients 
who have died from bronchiectasis or its complications. 
The total number of patients in these groups is 171; 
tables 2 and 3 give the salient features. 

The tables are self explanatory and require little com- 
ment. It should be emphasized, however, that the ill- 
ness of these 171 patients represents bronchiectasis 
without any known etiologic agent or factor, such as 
a foreign body or a pulmonary abscess. Since no 
patient is included who was admitted after December 
1935, the diagnosis of disease of the lingula pulmonis is 
not mentioned. In the early days a diagnosis of bron- 
chiectasis was sufficient, as no surgical intervention was 
contemplated. However, it is considered mandatory 
now completely to fill all the bronchial segments with 
iodized oil before undertaking surgical intervention, 
and therefore disease of the lingula pulmonis is fre- 
quently found. Disease of the sinus was determined by 
clinical study and roentgen examination or transillumi- 
nation in every patient, with but 2 exceptions. 


_—— 
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Hemorrhage is given as the most frequent compli- 
cation during the course of the disease, and yet it is 
a rare cause of death, as may be seen in the tables. 
The term hemorrhage as used here means that the 
patient has had either hemoptysis or a frank hemor- 
rhage. Of the 171 patients 67, or 39 per cent, dated 
the onset of their pulmonary disease from what was 
called pneumonia. There is little if any evidence to 
support the belief that bronchiectasis is caused by 
pneumococcus pneumonia. Other forms of pneumonia 
are perhaps less well understood, but evidence that they 
produce bronchiectasis is more likely in view of the 
changes produced in lung tissue. These patients proba- 
bly were told that they had pneumonia by their phy- 
sicians on the basis of fever, signs of consolidation or 
impaired resonance and rales, a condition probably bet- 
ter termed pneumonitis secondary to bronchiectasis. 
However that may be, we do not wish to leave the 
impression that we consider pneumonia as an impor- 
tant etiologic factor in the production of bronchiectasis. 


CONCLUSIONS 


1. One hundred and seventy-one patients with bron- 
chiectasis admitted to the Jefferson Medical College 
Hospital between 1925 and 1935 have been studied. 

2. Fifty-nine, or 34.5 per cent, are dead from bron- 
chiectasis or its complications. 

3. The average duration of life in the dead patients 
from the onset of symptoms was thirteen and one-half 
years. 

1530 Locust Street. 





PARAVERTEBRAL SYMPATHETIC BLOCK 
WITH ALCOHOL FOR THE RELIEF 
OF CARDIAC PAIN 


REPORT OF FORTY-FIVE CASES 
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AND 
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NEW YORK 


There are certain persons who suffer so intensely 
from frequent paroxysms of cardiac pain that life 
becomes burdensome. They do not form a large group, 
but their plight is pitiable. Glyceryl trinitrate affords 
momentary relief, but they are not helped for any length 
of time by prolonged rest or by any of the usual medic- 
inal remedies. In the preponderant majority, coronary 
sclerosis is at the basis of the trouble; a smaller number 
have aortic insufficiency resulting from either rheumatic 
fever or syphilis; to a few with no demonstrable ana- 
tomic lesions is applied, for want of a better term, the 
diagnosis “coronary spasm.” In all these conditions 
the available evidence indicates that anoxemia of the 
heart muscle due to coronary insufficiency is the major 
factor concerned in causing the pain. 

Various surgical procedures have been suggested and 
tried in the effort to bring relief. Among them may 
be mentioned cervical sympathectomy, section of the 
roots of the dorsal nerves, sympathetic ganglionectomy, 
cutting of the white rami communicantes, total thyroid- 
ectomy and the formation of a new supply of blood 
to the heart. The relative merits of these operations 
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recently have been subjected to critical analysis * and 
will not be discussed here. In 1931 we reviewed the 
steps leading up to the development of paravertebral 
alcohol block by Swetlow,? collected all the cases 
reported up to that date and added 9 of our own.* At 
this time our experiences with 45 patients, including 
the 9 just mentioned, will be summarized, and the pos- 
sible effects on the heart of interrupting painful sensa- 
tions arising in it will be given brief consideration. 


CLINICAL MATERIAL 

Injections were made on 45 patients who suffered 
from severe, paroxysmal cardiac pain. Thirty-three 
were men; 12 were women. In 40, the diagnosis was 
coronary sclerosis ; 3 had aortic insufficiency ; 1 woman, 
whose discomfort was intense, showed no evidence of 
organic disease over a period of years, and her pain 
was classified as an instance of “coronary spasm;” 1 
man, after seven years of observation, has come to 
be regarded as a malingerer. A summary including 
the ages of the patients is given in table 1. 

The final analysis of results has been made on the 
basis of 40 cases. Four patients who died within a 
month and 1 lost to a follow-up examination have been 
excluded (table 1). Of these 4 dead, the first was a 
woman aged 65 with hypertension, who had suffered 
from a hemiplegic attack two years previously. She 
died of a cerebral hemorrhage on the day following 
injection. The second was a man aged 60, whose parox- 


Taste 1.—Climical Material: Forty-Five Patients with 
Cardiac Pain 
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ysms were unusually severe and frequent and who died 
of coronary occlusion on the third day after operation. 
The third was a woman aged 55, who died on the 
eleventh day after injection. Necropsy revealed a recent 
thrombus in the anterior descending branch of the left 
coronary artery, with fresh infarction of the left ven- 
tricle. The fourth was a woman aged 67 who died of 
granulocytopenic angina which first became manifest 
thirteen days after injection. The leukocyte count on 
the day before operation was 9,900; on the day before 
death it was 800 per cubic millimeter. It seems unlikely 
that these terminal episodes resulted from the operative 
procedure. 

Of the 40 patients followed, 10 were highly nervous 
persons who tended to exaggerate their symptoms. All 
of them showed unmistakable signs of heart disease. 
Whereas in a few the result was difficult to appraise 
with any reasonable degree of accuracy, relief, when 
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obtained, assumed added significance. When there was 
doubt as to the outcome, an attempt was made to under- 
estimate the possible benefit derived. 


‘POINTS IN TECHNIC 


In general, the same technic has been used in all the 
cases. The needles were inserted in the upper five or, 
occasionally, six intercostal spaces, as described by 
White,* and tests were made to be sure that the points 
were not in the pleural cavity, in blood vessels or in 
the subarachnoid space. Markers were used to measure 
the depth to which the needles were inserted, and 
when the point of each needle reached the lateral aspect 
of the vertebra or the head of the corresponding rib it 
was assumed that the correct depth had been attained, 
In every instance the injection of alcohol was preceded 
by the introduction of 5 cc. of a 1 per cent solution 
of procaine hydrochloride. The preliminary injection of 
procaine hydrochloride prevents the pain which would 
otherwise be caused by the irritative effects of alcohol. 
Five cc. of an 80 per cent solution of alcohol was 
injected through each space in almost all our patients. 
In a few 6 cc. was used. In 1 patient 10 cc. was injected 
through each of the upper seven spaces; this caused 
more than the usual amount of postoperative discom- 
fort. After the injection of procaine hydrochloride the 
patients were examined for signs of sympathetic and 
intercostal nerve block. Whether or not these signs 
were evident, the alcohol was injected unless there had 
been some difficulty in inserting the needles. This was 
done because it was found that the immediate appear- 
ance of a satisfactory effect of procaine hydrochloride 
was not essential to a successful result. Sometimes, 
signs which could not be satisfactorily demonstrated 
immediately after the procaine hydrochloride was 
injected were easily recognized the next day. Further- 
more, many patients, because of temperament, difficulty 
with language, drowsiness or ignorance, were unable 
to aid in the mapping of areas of anesthesia. Some of 
them would never have consented to another attempt, 
and few could have cooperated any better the second 
time. 

In the beginning it was our practice to perform all 
injections with the patient on the operating table. The 
patients were transported to and from the operating 
room by stretcher and were put back to bed immedi- 
ately after the injection. More recently, in accordance 
with White’s suggestion, this practice was discontinued. 
Each patient was given the injection in his own bed 
and required to lie quietly for at least one hour after 
injection. According to White, this is important to 
prevent diffusion of the alcohol and irritation of out- 
lying nerves. So far, our experience does not seem 
to show that the results are any better in the patients 
treated in this manner. One important advantage ol 
the operating table is that it can be raised or lowered 
to suit the operator’s convenience. 


RESULTS 5 


The variability of the clinical course in patients with 
coronary sclerosis is well known. In many, spontaneous 
improvement occurs over a period of time, presumably 
as the result of the development of a collateral circula- 
tion; in others symptoms increase as the <liseas¢ 


—— 
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progresses. All our patients were under observation 
for a sufficient length of time to indicate that they 
were getting worse rather than better. When improve- 
ment occurred it appeared in direct relationship to 
alcohol block. 

Oi the 40 patients 77.5 per cent (31) experienced 
varving degrees of improvement ; no relief was obtained 
in 22.5 per cent (9). In 47.5 per cent (19) improve- 


Tarte 2.—Result of Alcohol Block in Forty Cases (Each 
Figure Is the Percentage of the Total Number) 
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ment was permanent to the time of the last follow-up 
examination. In 40 per cent (16) relief was marked, 
in 5 per cent (2) it was moderate and in 2.5 per cent 
(1) it was slight. Temporary relief was obtained in 
30 per cent (12). This was marked in 15 per cent 
(6) and moderate in 15 per cent (6) (table 2). By 
marked improvement is meant 75 to 95 per cent relief, 
by moderate improvement 50 to 75 per cent relief, and 
by slight improvement 25 to 50 per cent relief. 

Of the patients with permanent relief, 2 were fol- 
lowed for nine years, 6 for from six to seven years, 
3 for from two to five years and 8 for one year or less 
(table 2). Of the 12 patients with temporary relief, 
the pain always recurred in a year or less: in 3 in less 
than one month, in 2 in from one to five months, in 
2 in from six to eleven months and in 5 in one year. 

In 18 cases relief was immediate, in 5 it was delayed 
less than one month, in 2 it occurred at the end of a 
month and in 1 at the end of two months. 

Neither the duration of symptoms nor a previous 
history of coronary occlusion nor the degree of inca- 
pacity prior to injection appeared to influence the out- 
come. Ten patients in whom relief was marked and 
permanent had had pain for more than two years; of 
these, 6 had had symptoms for five years or more. 

_ The electrocardiogram prior to injection was fixed 
in 16 cases and changing in 14; in 10 cases only one 
record was taken. That the form of the electro- 
cardiogram was undergoing modification presumably 
indicated altering conditions in the coronary circula- 
tion. In these two groups improvement occurred with 
equal frequency. After injection the electrocardiogram 
remained unchanged in 12, improved in 7 and became 
worse in 10; in 11 cases only one record was taken. 
In every instance in which the electrocardiogram 
improved, relief was obtained. However, relief was 
observed also in patients in whom there was no change 
in the form of the records or whose records indicated 
advancing lesions, 
| Alter injection, Horner’s syndrome appeared in only 
4 patients, of whom 6 obtained relief. It was absent 
i Si patients, of whom 25 obtained relief. It is clear 
that the occurrence of Horner’s syndrome was not 
fssen'ial to a successful result. 
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Many of those who were relieved were able to go to 
work, either resuming their former occupation, work- 
ing part time or at a less strenuous job than before. For 
all the patients who obtained permanent relief the 
amount of glyceryl trinitrate required was materially 
reduced ; for 5 of these none was required. 

Ten patients were dead at the time this material was 
assembled (table 3). Seven of them died of coronary 
occlusion at varying intervals following injection. In 
1 case the cause of death was not known; in 1 case of 
rheumatic aortic insufficiency, death occurred from con- 
gestive heart failure; in a third, an operation for intes- 
tinal obstruction was followed by gangrenous peritonitis. 
It is at once apparent that coronary occlusion was the 
most frequent cause of the ultimate fatal outcome, as 
might have been anticipated, 

There is a noticeable difference in the results in the 
private patients and those in wards. Of 9 private 
patients, all obtained relief; 6 of them obtained marked 
permanent relief. Of 30 ward patients, 22 obtained 
relief; 10 obtained marked permanent relief. As a 
group, the private patients were less inclined to be 
psychoneurotic; perhaps their social status eliminated 
the factor of economic worry. Their better intelligence 
made it easier to appreciate the degree of their dis- 
comfort as well as the extent of their relief. 

In 2 cases a second injection was done. One patient 
was markedly improved for about a year after the 
first injection and then begged for a repetition of the 
procedure. She obtained almost complete relief after a 
second injection on the same side. Another patient was 
given a second injection after an interval of three 
weeks because the first was without result. He obtained 
no relief, and there was some question, in spite of 
unmistakable clinical evidence of coronary sclerosis, as 
to whether he was addicted to morphine. 

In only 2 patients did the pain radiate solely to the 
right. In both of these, injection was done on the right 
side with a good result in 1 and a fair one in the other. 
In 18 cases there was radiation to both sides but pre- 
dominantly to the left. Injections were made into the 
left side, with the result comparable to that obtained 


TaBLeE 3.—Data on Ten Patients Who Died More Than One 
Month After Injection 
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Marked temporary... me 6 years Coronary occlusion 
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Marked permanent... 4 years Coronary ocelusion 
Marked temporary... 2% years Coronary occlusion 
Moderate permanent. 1% years Coronary occlusion 
Marked temporary.... Ken 1% years Congestive failure * 
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gangrenous peritonitis 
8 months Coronary ocelusion 


Marked permanent............ 
Coronary occlusion 


Moderate temporary.......... 5 weeks 





* Had rheumatic aortic insufficiency; aged 25 years. 


when radiation was on one side only. After relief of 
pain on the left side there was never a shift of dis- 
comfort to the opposite half of the chest. 


UNTOWARD EFFECTS 

In 38 patients, painful alcoholic neuritis of the inter- 
costal nerves was observed after the injection. This 
was severe in only 3 instances. In 14 cases it lasted 
less than 2 month and in 12 for about two months. 
In 12 cases it persisted for three months or more. 
Eventually it always disappeared ; and, whereas it was 
a cause of complaint, the relief of cardiac pain, when 
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obtained, more than compensated for discomfort. The 
neuritis was accompanied by partial temporary anes- 
thesia or hypesthesia of the wall of the chest. In 5 cases 
a small pleural effusion developed which was always 
absorbed within a week; aspiration was never neces- 
sary. One patient complained of pleuritic pain. Pneu- 
mothorax, reported by others,® was not observed. After 
injection, increased temperatures occurred in 25 patients 
and ranged from 99 to 104 F. Fever never lasted more 
than four days unless complicated by pleural effusion. 


COM MENT 


It is apparent that in a high percentage of cases 
paravertebral alcohol block afforded relief from pain. 
There was no immediate operative mortality. Our 
results are similar to those of White,®* though the per- 
centage of successes is not quite as large. He failed 
in only 9.5 per cent of 62 reported cases; the result 
was good in 52 per cent and fair in 30.5 per cent; 
in 8 per cent death occurred within two weeks of 
injection. 

Several observations deserve comment. In not 1 of 
our patients was relief complete. Even in those in 
whom a result was obtained which was satisfactory 
to the patient some form of discomfort persisted. If 
the patient’s tolerance for physical activity was exceeded 
or if he became emotionally upset, there appeared either 
actual twinges of pain, of less intensity than before 
injection, or a sense of pressure beneath the sternum. 
Some of the patients described this as a feeling of 
congestion in the chest. In several, mild dyspnea or a 
sinking sensation in the epigastrium was substituted 
for pain. That there should be some persistence of a 
danger signal is perhaps desirable, for the patient is 
warned when he has overtaxed his coronary reserve. 

The question as to why relief should always be 
partial and in varying degree is not easy to answer. 
It is conceivable that the sympathetic ganglions. and 
their rami communicantes are not completely destroyed. 
Should some of these again become capable of func- 
tioning, through a process of repair, a return of pain 
might be anticipated and, indeed, did occur in some 
instances. That relief should occur immediately is due 
to the prompt action of the alcohol on the nervous tis- 
sues. In those cases in which relief was delayed, perhaps 
degeneration took place more slowly. Failure to afford 
relief may be due either to faulty technic in injection, 
as a result of which the ganglions and rami are not 
adequately infiltrated, or to the conduction of pain by 
accessory pathways, some of which, as yet, are not 
known. It was striking to observe that even those 
patients who had obtained marked relief for varying 
periods and then suffered from an attack of coronary 
occlusion experienced intense pain at the time of the 
closure of the coronary vessel. This was invariably so, 
and the pain was referred chiefly to the area of the 
original discomfort. If the nervous pathways were 
completely interrupted, the attack should be painless ; 
to assume that there are differences in the intensity 
of the impulses themselves does not furnish a wholly 
satisfactory answer. In this connection it is worthy of 
note that in the dog, in order to permit of painless 
ligation of a coronary branch, sympathetic denervation 
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of the heart on both sides is necessary ;* and even under 
these conditions, pain occasionally is felt.* 

In an earlier paper we * pointed out that the appear- 
ance of Horner’s syndrome was not essential for obtain- 
ing a good result. This observation has. been amply 
substantiated in this larger series of cases, for the syn- 
drome appeared in a comparatively small number of 
those who experienced the most marked relief. Accord- 
ing to current knowledge, afferent fibers carrying pain- 
ful impulses from the heart reach the central-nervyous 
system by way of the first five thoracic ganglions, ramj 
communicantes and dorsal roots.’ If this path is inter- 
rupted there should be no perception of painful stimuli 
having their origin in the heart or its blood vessels, 
and the destruction of the stellate ganglion, which causes 
the appearance of Horner’s syndrome, should not be 
required. ~ . 

It is tempting to speculate as to the possible effect 
of abolishing pain on the coronary. circulation. and on 
the heart itself. Recently the experimental. work of 
Manning, McEachern and Hall ® has thrown interesting 
light on this matter. They first showed that the mor- 
tality following sudden occlusion of the anterior 
descending branch of the left coronary artery, in the 
anesthetized dog,-is less than 10 per cent, whereas in 
the conscious dog it -is,about 40 per cent. . Sudden 
occlusion of the left circumflex branch, under anesthe- 
sia, resulted in a mortality of 25 per cent, whereas in 
the conscious animal it was 75 per cent. The animals 
which died all showed ventricular extrasystoles, tachy- 
cardia and terminal ventricular fibrillation. .It was 
concluded that the great increase in mortality for the 
conscious animal might be due to a reflex spasm of 
collateral arterioles and small arteries, producing addi- 
tional areas of ischemia. 

In a. second paper these authors*® observed in 
dogs that, when the stellate and upper five thoracic 
ganglions had been removed on the left side, ligation 
of the left circumflex branch in the conscious state 
resulted in a mortality of 33 per cent and ventricular 
fibrillation did not occur in any of the animals. When 
this same branch was ligated after bilateral sympathetic 
denervation of the heart, the mortality rate was 9 per 
cent. When the left anterior descending branch was 
ligated after sympathetic denervation on both sides the 
mortality was zero. Extrasystoles were infrequent, and 
ventricular fibrillation was not seen. These experiments 
were regarded as furnishing additional evidence that, 
by preventing afferent impulses from reaching the vaso- 
constrictor center, reflex spasm of collateral coronary 
arteries is prevented. It was suggested also that sym- 
pathetic denervation may render the myocardium less 
susceptible to the onset of ventricular fibrillation. Per- 
haps both mechanisms are concerned. 

Clinical observations parallel those made in the labo- 
ratory. Of 376 patients who died of coronary sclerosis 
and thrombosis and were examined post mortem at 
the Presbyterian Hospital, 14 per cent died suddenly.” 
In the group with pain death was sudden in 27.2 per 
cent, and in the group without pain in only 9.1 per cent. 
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Regardless of the character and extent of the coronary 
jesions, the presence of pain tripled the incidence of 
sudden death. 

Two cases are briefly presented to show the course 
of patients who obtained marked permanent relief and 
also to illustrate the changes in the form of the electro- 
cardiogram which were observed after alcohol block: 














Fig. 1 (case 1).—Electrocardiograms of a woman aged 45 who has 
obtained marked permanent relief for more than six and one-half years. 


She is still living. The precordial lead in A and B was taken according 
to the old technic, with which the T wave in lead 4 is normally inverted; 
in C, it was taken with the newer technic and corresponds to lead 4 F. 


A, Jan. 16, 1934. (A record taken two weeks earlier was identical.) 
On January 18, paravertebral block was done. B, March 3 (six weeks 
after injection). C, Sept. 9, 1940. 


REPORT OF CASES 

Case 1.—J. T., a housewife, aged 45, first came to the hos- 
pital in October 1933 complaining of attacks of precordial pain 
for thirteen weeks. These had been so severe and frequent 
that she had been unable to do her housework. Save for 
mastectomy for chronic cystic mastitis, she had always been 
well prior to the present illness. The pain radiated to the 
left arm and to the left side of the jaw. There was no dyspnea. 
Glyceryl trinitrate afforded relief. 

Examination showed slight enlargement of the left side of 
the heart. The sounds were distant. No gallop was heard. 
The blood pressure was 100 systolic and 60 diasi.‘ic. The 
electrocardiogram showed sinus rhythm, with low voltage; the 
T wave was inverted in lead 1. The Wassermann reaction of 
the blood was negative. The blood cell count was normal. 

From Oct. 31, 1933 to Jan. 18, 1934 the patient was in the 
hospital in bed. There were frequent and severe attacks of 
pain, requiring as many as nineteen tablets of glyceryl trinitrate 
in twenty-four hours. Discomfort increased in severity, in spite 
of rest during this period, and the electrocardiogram showed 
changes in form which at no time indicated infarction. The 
T wave in lead 1 was, on occasion, deeper, and the T wave 
in lead 2 was inverted. Records made on January 2 and Janu- 
ary 16, however, were identical (fig. 1A). 

On Jan. 18, 1934 paravertebral alcohol injection was done 
through the upper six thoracic interspaces of the left side. 
Horner's syndrome was noted on the following day. There 
was mild intercostal neuritis, which lasted for two months. 
Relief of paroxysms of cardiac pain was immediate, though 
not complete. The number of glyceryl trinitrate tablets taken 
during the next few weeks ranged from one to five. By Feb- 
Tuary 4, none were required. An electrocardiogram taken six 
weeks after injection showed an upright T wave in lead 1, a 
T wave in leads 2 and 3 of greater amplitude and an increase 
in the voltage of the QRS complexes (fig. 1 B). 

This patient has been followed at regular intervals for the 
Past six years and nine months. There has been progressive 
improvement. On Oct. 1, 1940 she was averaging less than 
one glyceryl trinitrate tablet daily and this only on making some 
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unusual effort. There was no actual pain but only a choking 
sensation. She was doing her own housework. The blood 
pressure was 128 systolic and 65 diastolic. The electrocardio- 
gram was normal (fig. 1C). 


Case 2.—A. L. S., a man, aged 58, an architect, was referred 
in January 1930 by Dr. A. B. Morrill, of Bronxville, N. Y. 
He had been well up to five years previously, when paroxysms 
of substernal pain first appeared after effort. The attacks 
became so much more frequent and intense that in July 1929, 
about seven months before he was seen by us, he was put to 
bed for a long rest. Since then he had been out of business, 
at home most of the time and going downstairs only occa- 
sionally. 

Examination showed no cardiac enlargement. The sounds 
were distant, but no gallop was heard. There was a short 
systolic blow at the apex. The blood pressure was 136 systolic 
and 74 diastolic. The electrocardiogram showed a diphasic T 
wave in lead 2 and inversion of the T wave in lead 3 (fig. 2 4). 

On March 7 he was admitted to the Presbyterian Hospital. 
There a duodenal ulcer was discovered by roentgen examina- 
tion and he was given a Sippy regimen. The attacks of cardiac 
pain continued and were caused by such slight exertions as 
shaving or even turning in bed. These pains were relieved by 
glyceryl trinitrate. 

On March 19 paravertebral alcohol injection was made 
through the first five left dorsal interspaces. Horner’s syndrome 
did not develop. There was some immediate partial relief. 
The electrocardiogram taken one week later showed an upright 
T wave in lead 2 (fig. 2B). At the end of two months he was 
markedly improved. The duodenal ulcer, as shown by roentgen 
examination, had completely healed. By October 30 he was 
able to go up and down stairs twice a day without discomfort. 
For as long as two weeks at a time he did not take glyceryl 
trinitrate. He went motoring and was able to walk from four 
to six blocks on the level. 

In May 1931 he began going to business and commuting from 
Bronxville to New York by train. There was a little substernal 
pressure at times, particularly when he bent over to tie his 
shoes or after his bath. 

In June 1932 he stated that there had been no severe pain for 
a year and that he had not seen a physician during this period. 
He had not taken glyceryl trinitrate for ten months. Improve- 
ment was continuing. 

In June 1933 he said that he was “getting better all the 
time.” He had taken only one glyceryl trinitrate tablet in twenty 
months and this after walking in a wind. There were, however, 
slight twinges of precordial discomfort, chiefly when he moved 
about within an hour after a meal. He had gained 11 pounds 























Fig. 2 (case 2).—Electrocardiograms of a man aged 58 who obtained 
marked permanent relief until his death from coronary occlusion more 
than six and one-half years after injection. A, March 15, 1930. (A 
record taken one week earlier was identical.) On March 19, para- 
vertebral block was done. B, March 27 (eight days after injection). 
C, June 18, 1934. 


(5 Kg.) in the past year. The blood pressure was 136 systolic 
and 80 diastolic. The electrocardiogram remained normal 
(fig. 2C). 

He continued to work regularly until the day before his death. 
On Thanksgiving Day 1936, while at dinner carving the family 
turkey, he suddenly had intense substernal pain and went into 
shock. He died within twelve hours and in the opinion of his 
physician had a terminal coronary occlusion. 
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The electrocardiograms of these 2 patients showed 
modifications in the T waves occurring respectively six 
weeks and one week after injection. Coincidentally with 
progressive improvement, the electrocardiograms became 
normal and remained so in both cases for more than 
six years. A similar modification in the form of the 
graphic record was reported by Raney," after cutting 
the second, third, fourth and fifth rami, communicantes 
and sectioning the sympathetic chain between the fifth 
and sixth dorsal ganglions on the left side. The patient 
had suffered from severe cardiac pain due to disease 
of the coronary arteries and obtained complete relief. 
On the second day after operation, the T wave in lead 1, 
which had been negative, became upright. Such 
changes in the electrocardiogram furnish at least sug- 
gestive support to the experimental observations of 
Hall and his collaborators, to which reference has 
already been made. It seems unlikely that reversal in 
the direction of the T waves occurring so soon after 
operation is the result of anatomic changes in the heart. 
It is more probable that they are due to an altered 
physiologic state of the coronary circulation, possibly 
due to release of spasm. If vasoconstriction was thus 
permanently diminished or abolished, an increase in 
coronary flow might be anticipated. Perhaps, therefore, 
interruption of the sensory pathways for pain not only 
brings relief to the patient but, over a period of time, 
results in an improvement in the supply of blood to 
the heart. Should this concept prove to be valid, relief 
from painful discomfort earlier in the course of coronary 
disease might be expected to exert a favorable influ- 
ence on its course. Whether, in any of these advanced 
cases, life was prolonged, it is not possible to say. 
Certainly, in them, unilateral alcohol block did not pre- 
vent the occurrence of coronary occlusion or of sudden 
death. 

SUMMARY AND CONCLUSIONS 

1. Forty-five patients with severe paroxysms of 
cardiac pain, due in thirty-six instances to coronary 
sclerosis, were given paravertebral injections of alcohol. 
Four patients died within three weeks and 1 was lost to 
follow-up examination, so that the final analysis was 
based on 40 cases. Relief was obtained in 77.5 per cent; 
in 22.5 per cent treatment failed to give relief. The 
relief was marked and permanent in 47.5 per cent of 
the total number. Eight cases have been followed for 
more than six years; 2 of these have been followed for 
nine years. 

2. There was no immediate operative mortality. In 
5 cases pleural effusion developed on the left side; the 
fluid was absorbed without aspiration within a week. 
Most of the patients suffered from painful intercostal 
neuritis, which lasted from a few weeks to several 
months. 

3. Many of these patients who had been bedridden 
or confined to the house were able to resume an active 
life. 

4. The appearance of Horner’s syndrome was not 
essential for a successful result. 

5. Changes in the form of the electrocardiogram in 
the direction of normal suggest that interruption of the 
sensory pathways, in certain cases, may diminish or 
abolish spasm in the coronary bed. This is to be 
regarded as a desirable effect, tending to promote a 
more adequate collateral flow in unaffected vessels. On 
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the basis of this evidence and in view of experiments on 
dogs, it is suggested that interruption of pathways for 
pain not only affords relief to the patient but may exer 
a beneficial effect on the coronary circulation. Under 
these circumstances, earlier relief of pain in patients 
with coronary sclerosis might be expected to influence 
the course of the disease in a favorable manner. In the 
cases of more advanced coronary disease here reported, 
unilateral block with alcohol did not prevent the occur- 
rence of coronary occlusion or of sudden death. 
730 Park Avenue—180 Fort Washington Avenue. 





THE EFFECT OF DEPRIVING THE 
INFANT OF ITS PLACENTAL 
BLOOD 


ON THE BLOOD PICTURE DURING THE 
FIRST WEEK OF LIFE 


Q. B. DEMARSH, M.S., B.M. 
H. L. ALT, P#.D., M.D. 
AND 
W. F. WINDLE, Px.D. 
WITH THE COOPERATION OF 
DAVID S. HILLIS, M.D. 
CHICAGO 


Although much has been written concerning the 
blood of the infant, knowledge of the early postnatal 
blood picture including changes at birth and during 
the first week of life is incomplete and controversial. 
Our interest in the blood of the newborn was stimu- 
lated by the numerous recent reports on collection of 
placental blood for “blood banks.” Those who have 
advocated the use of placental blood for transfusion 
purposes,’ have failed to recognize possible deleterious 
effects on the infant when it is deprived of this blood. 
It is essential to clamp the umbilical cord immediately 
after birth in order to salvage an adequate amount of 
placental blood. Even when placental blood is not 
collected, the practice of clamping the cord promptly 
at birth is a rather common one. 

It is natural for the newborn infant to retrieve most 
of the blood in its placental circulation if severing ol 
the cord is delayed for a sufficiently long time. Hasel- 
horst and Allmeling? found that the average amount 
of blood in the placental vessels of 120 infants was 
104 cc. They showed that 51 per cent of this flowed 
into the infant from the placenta in the first mute 
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after delivery, 79 per cent reached the child in the 
frst five minutes and 91 per cent in the first ten 
minutes. Goodall and his colleagues* obtained an 
average of 125 ce. of blood from the placenta for use 
in a blood bank. Grodberg and Carey* salvaged a 
maximum of 215 cc. of placental blood from one 
patient. 

The actual total volume of blood of the human fetus 
and its placenta has never been determined, but in 
sheep, according to Barcroft and Kennedy,° it is about 
150 cc. per kilogram, or 15 per cent of the body weight 
of the fetus alone. About one fourth of this blood was 
in the placental circulation near term. Lucas and 
Dearing ® estimated the blood volume of human infants 
by the vital dye method. They obtained an average of 
531 cc. of blood from 12 newborn infants three to 
twenty-four hours after birth. This was 15.5 per cent 
of the body weight. Therefore the loss of 125 cc. of 
placental blood deprives the child of about one fourth 
(24 per cent) of its total blood volume. Such a great 
blood loss to the infant, even though performed for a 
good cause, should be viewed with alarm. 

Our purpose in the present study was to find out 
whether deprivation of the infant of its placental blood 
by tying of the cord immediately at birth influenced 
the red corpuscle count and hemoglobin content of the 
blood during the first week of life. In reviewing the 
voluminous literature on the blood picture in the new- 
born one finds that the time at which the umbilical 
cord was clamped is seldom stated, that the source of 
the blood and method of taking the sample are often 
omitted, that the methods of estimating hemoglobin 
vary widely and that the hemoglobin content, fre- 
quently reported in percentage, cannot always be 
transposed into grams per hundred cubic centimeters. 
The average figures reported for the number of red 
corpuscles and the amount of hemoglobin vary all the 
way from those encountered in normal adults to values 
as high as 6.5 million red corpuscles per cubic millimeter 
and 23 Gm.’ of hemoglobin per hundred cubic centi- 
meters. Individual counts greater than 7 million are 
not uncommon. Many investigators have noted a slight 
rise in red corpuscle and hemoglobin values during 
the first few days of life. 

Only a few investigators* have studied the effect 
of early and late clamping of the umbilical cord on the 
blood picture of the infant. Their results are listed in 
table 1. Individually the data are incomplete and for 
the most part insignificant from a statistical point of 
view, but impressiveness is gained by assembling them. 
The figures clearly indicate a relationship between the 
time of ligation of the umbilical cord and the blood 
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picture, for red corpuscle and hemoglobin values were 
uniformly higher when the infants were allowed to 
retrieve placental blood at birth than when deprived 
of it by early clamping of the cord. Our own results 
demonstrate this fact even more clearly.® 


PROCEDURE 


The present study was performed on normal infants 
at the Cook County Hospital. One of us (Q. B. D.) 
was present at each delivery. All but two deliveries 
were conducted without anesthesia and with no medica- 
tion previous to the third stage. Except when noted 
in the tables, the deliveries were normal in every way 
including their duration. 

Red corpuscle counts were made with Bureau of 
Standards equipment and hemoglobin determinations 
with a Hellige-Sahli apparatus calibrated by the oxygen 
capacity technic. Blood studies were made on venous 
blood of the mothers during labor. Anemia was present 
in only 1 mother and was slight. The cords were 


TABLE 1—Summary of Data from the Literature 











Red Blood 
Approxi- Corpuscles Hemoglobin 
mate - A \ - 
Number Age at Imme- Imme- 


of Samp- diate,* Delay,* diate, Delay, 
Sub- ling, Mil. per Mil. per Gm. per Gm. per 


Investigators jects Days C.Mm. C.Mm. 100Ce. 100 Ce. 
Hélot ® (1877)........ 12 ? 5.08 wie os bate 
10 ? eile 5.98 
POG Fs osc scenascc 6 ? 5.09 
x ? tie 5.58 
Porak ® (1878)........ 5 ? 4.38 sie 
9 ? inee 5.22 
Schiff 26 (1892)........ 8 1 7.76 
4 26 aed 
8 1 sas 7.88 
4 rom 9.08 
Borner ® (1928)....... 4 %to4 4.44 ee 17.4 sont 
13 %to4 iaee 4.97 vent 21.0 
Phillips ® (1935)...... 37-38 1 4.90 wlad 15.6 sada 
33 1 nit 6.06 rr 19.3 
Frischkorn and 333 1lto1% 5.20 aiid 
Rucker ® (1939) 59 t>. 5.78 





* Exact time of tying cord unknown. 


clamped as soon after delivery as possible in one series 
of 25 newborn infants (table 2); the average time 
elapsing was thirty seconds or less. In another 25 
infants (group A in table 3) the cords were not clamped 
until the placentas had separated from the uteri. This 
usually occurred within ten minutes after delivery. It 
was found that the baby receives an additional amount 
of blood between the time the cord stops pulsating and 
the time the uterus contracts firmly with separation 
of the placenta. The blood in ten placentas was col- 
lected and measured at the end of pulsations (about 
three minutes after birth) and was found to average 
62.4 cc.?° Only a few cubic centimeters of blood at best 
can be obtained from the umbilical cord after separa- 
tion of the placenta. In fact, we were unable to draw 
enough blood from a number of the cords to give 
adequate determinations of hemoglobin and corpuscles. 
In a supplementary series of four infants (group B in 
table 3) the clamping was delayed two to eight minutes, 





9. DeMarsh, Q. B.; Windle, W. F., and Alt, H. L.: Proc. Soc. 
Exper. Biol. & Med. 44: 662 (June) 1940. 

10. Pulsations indicate that the arterial channels to the placenta are 
unoccluded. Cessation of pulsation is not an indication that the placental 
vessels have emptied themselves of blood. Expulsion of blood from 
capillaries and veins of the placenta into the infant appears to be accom- 
plished by uterine compression of the placenta as well as by vasoconstric- 
tion of its vessels. 
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but for one reason or another birth conditions seemed 
to fit neither of the two strictly defined categories. 
The averages of all 29 delayed cases are approximately 
the same as those of group A alone and were used in 
construction of chart 1. 

Red corpuscle counts and hemoglobin determinations 
were made on umbilical cord blood and on blood from 
the infant taken twenty to seventy-five minutes, one 
day, three to four days and six to seven days after 
birth. Blood samples were obtained from the heel of 
the infant; the stabs were sufficiently deep to allow 
the blood to flow freely without squeezing the heel. 
Analyses were made promptly after the blood was 
drawn. 

Daily reticulocyte counts were made in six newborn 
infants whose cords were clamped early and in six 
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Chart 1.—Graphic reproduction of the average number of red cor- 
puscles, amount of hemoglobin and body weight of infants from birth to 
the seventh day. Solid lines connect values for infants whose cords were 
clamped immediately; broken lines, the values after delayed clamping. 


whose cords were clamped late. The reticulocyte prepa- 
rations were made by placing a small drop of blood 
between two cover slips covered with films of 
brilliant cresyl blue. In about two minutes the slips 
were pulled apart, allowed to dry and stained by 
Wright’s method. To estimate the percentage of 
reticulocytes, 500 corpuscles on each of two cover slips 
were examined.” 
RESULTS 

Red Corpuscles and Hemoglobin.—The result of the 
red corpuscle counts and hemoglobin estimations are 
recorded in tables 2 and 3. Averages are shown 
graphically in chart 1. The average values for cord 





11. Only 500 corpuscles were examined in the two cover slips in 
several preparations. 
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blood were 4.48 million red corpuscles per cubic 
millimeter and 15.7 Gm. of hemoglobin per hundred 
cubic centimeters. They were approximately the same 
whether the cord was clamped early or late. Within 
twenty to seventy-five minutes after birth the req 
corpuscle and hemoglobin values in blood from the heel 
were much higher than in the blood obtained from the 
umbilical cord. Thenceforth throughout the week the 
infants whose cords were clamped early had signifi- 
cantly lower corpuscle and hemoglobin values than did 
those whose cords were clamped late. During the first 
week the former group averaged 5.45 million red 
corpuscles per cubic millimeter and 19.5 Gm. of hemo- 
globin per hundred cubic centimeters, whereas the 
latter group averaged 6.01 million red corpuscles and 
22.1 Gm. of hemoglobin. The difference between the 
two groups at each age period was statistically sig- 
nificant, as may be seen in table 4. It was more 
significant in respect to number of corpuscles at one, 
three to four and six to seven days after birth than 
on the day of birth. A peak was reached in the hemo- 
globin value at three to four days in both series of 
infants. It was not accompanied by a rise in number 
of red corpuscles. 


The difference in number of red corpuscles and amount of 
hemoglobin between blood from the cord and that from the 
heel of the infant within an hour after birth is truly sur- 
prising.12 We thought that there might be a discrepancy 
between capillary and venous blood. This was suggested by 
several observations in the literature. Waugh and his col- 
leagues 1° reported 15 to 15.5 Gm. of hemoglobin in blood from 
umbilical cords as well as from venous sinuses during the first 
week of life. The umbilical cords were usually tied after pulsa- 
tions had ceased. Osgood,14 who tied the cords immediately 
after birth, found on the average 17.2 Gm. of hemoglobin per 
hundred cubic centimeters of venous sinus blood during the 
first four days. This declined to 16 Gm. by the tenth day. 
Red corpuscles averaged 4.6 million per cubic millimeter during 
the first ten days of life. These values do not differ greatly 
from our own results on umbilical cord blood but they are con- 
siderably lower than those we obtained from blood taken from 
the heel. 

Haden and Neff 15 compared capillary and venous sinus blood 
of newborn infants, They found red corpuscles more numerous 
in capillary blood. Duke and Stofer1® discovered a similar 
discrepancy between capillary and venous blood of patients 
with pernicious anemia. This blood, like that of the newborn, 
contains many large corpuscles. They suggested that these 
macrocytes occluded capillaries and led to concentration of the 
corpuscles there. Other investigators have failed to confirm 
the difference between capillary and venous blood of the new- 
born.17 

We have made comparisons between samples obtained from 
the superior sagittal sinus (or jugular vein) and from the heel 
capillaries of six normal infants, as well as between cubital 
vein and finger blood from one adult with pernicious anemia. 
Our results, recorded in table 5, show little difference betwee! 
capillary and venous blood in respect to the number of red 








12. Recent studies on development of the blood picture in prenatal and 
postnatal life of the cat have demonstrated a similar although consider: 
ably smaller rise in number of red corpuscles at birth than that observed 
in infants (Windle, W. F.; Sweet, Marion, and Whitehead, W. H.: Anat. 
Rec. 78: 321-332 [Nov. 25] 1940). All the blood samples were drawn 
from veins in these experiments. 

13. Waugh, T. R.; Merchant, F. T., and Maughan, G. B.: Am. J. 
M. Sc. 198: 646 (Nov.) 1939. : 

14. Osgood, E. E.: A Textbook of Laboratory Diagnosis, Philadelphia, 
The Blakiston Company, 1940; personal communication to the authors. 

15. Haden, R. L., and Neff, F. C.: Volume Index and Color Index 
of Red Blood Corpuscles in New-Born Infants, Am. J. Dis. Child. 28! 
458 (Oct.) 1924. 

16. Duke, W. W., and Stofer, D. D.: Comparison of Capi! oe 
Venous Blood in Pernicious Anemia, Arch. Int. Med. 30: 94 (July) 1922. 

17. Lucas, W. P.; Dearing, B. F.; Hoobler, H. R.; Cox, Anita; Jones, 
Martha R., and Smyth, F. S.: Blood Studies in Newborn: — 
phological; Chemical; Coagulation; Urobilin and Bilirubin, Am. J. is 
Child. 22:525 (Dec.) 1921. Andersen, Bent, and Ortmann, Gudrun: 
Acta med. Scandinav. 93: 410, 1937. 
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TABLE 2.—Amount of Hemoglobin and Number of Red Corpuscles in Blood of Infants in Which 
the Umbilical Cord Was Clamped Immediately 














Amount of Hemoglobin (Gm. per 100 Ce.) Number of Red Corpuseles (Mil. per C. Mm.) 
Sub- Delay - on ~~ ~ — 
ject Race Sex Para (Sec.) M Cc B 1 2 3 4 5 6 7 M Cc B 1 2 3 4 5 6 7 
1 Ww M 2 0 14.00 14.00 15.00 17.00 ..... Peper re we én Ce Be ea RAD sicc’ cocx GAD icee GH sca. 
9 N PF 5 0 ct a es ae rere > we scien  . SE Se cet ae OE ee ie 
os es © mM ..... eee Ss We 2m 3 OO SE. ce se SROs ree OB 
{ N F 0 0 12.00 17.00 19.50 2.50. ..... iecon. “Ge esses cocoe «=. BS. OR GR GD ccee ces BD kts oes OD 
5 N M 3 0 12.50 17.00 21.50 18.25. ..... énans ee RD vccse’ OR” GR RR I ckce once, “hes. ED. kets 
6 N F 2 0 11.50 17.00 20.00 20.00. ..... acter ~sade cou. eee. Ce Oe cic. 4 ccce BR fae .. 608 
7 N F 0 0 ie we: aoe ) 2. >? eee | ae ‘-onbe wae Ee BS GO TE vce cese GRD cee teen OO 
ot =e 0 12.00 14.00 17.00 17.50 ..... Ce RR ee 18.25 438 3.90 5.22 499 .... .... 688 .... .... 5.44 
9 N F t 30 12.00 14.00 18.50 18.75 ..... es. a SS O26 400 GED GD cca tne BED cee axes OE 
10 N M 0 0 , a! Ae! 6 ll err re . eet ae? a! eS aren: ee 
ll Ww F 1 0 12.00 19.50 22.00 20.50. ..... Be. shses asain atinass S000 SOT S6S6 GEE BME cco GRD cece cece coe GH 
2 N M 1 30 12.75 15.00 18.00 19.50 ..... RM casa cnne nce, Se OP OD cn GEIR sie ee, se, 
13 W M 2 30 12.50 1450 1550 16530 ..... WOE. sesce cesee mm 44... 2H 6225 «C8 6COO .... GOD once vcs GE ais 
14 N M l 0 9.00 14.50 18.50 19.50. ..... Se Se | er Se. 2S Ole GH iscs GR secs 00 5.15 
15 N M 1 0 13.00 16.00 17.50 18.50 ..... Se. ssece onsts savor Ba 6608 (6 GM Cj: GR in cn CE 
16 Ww F 0 0 12.75 14.75 22.00 21.00. ..... vor Gee evan am |... £2 62S CR OME xs. ccs OH non Oe 
7 W M 0 0 2605 3G GRD TRE nckse 9 sncse ee ae 5.50 5.07 5.76 65.34 .... .... 6.32 5.06 a 
1 OW M 0 0 So ie! ee } ee reer Se ‘sectce “sxeen S150 400 465 680 BRB occ. ncee CIB cree snes OD 
19 Ww F 0 0 Ct 20.00 18.50 20.00 21.6 Cesee cece fous 17.50 4.31 ae 620 444 B20 480.000 1s oor OS 
) N F 0 0 14.50 14.25 18.50 19.00...... sade - eee 16.50 488 4.91 4.22 3.41 .... .... 5.00 coos Oe 
21 N F 1 0 ota 15.50 16.50 17.50. ..... sind 16.50 sesece oeese ) aver S25 OO GR ccee fees CH 4.80 
22 Ww M 1 30 11.50 17.2 20.50 23.00...... a ree eee 22.50 4.22 5.47 633 633 .... .... 6.19 .... .... 63! 
2 Ww M 0 30 12.00 16.00 18.00 20.00 ..... 1... ars eee os thw if 68 1.4 SH «13 GR see 
4 W M 4 30 sh rrr rer > aa Clr: el rrr eee 
25 N M 1 30  . xe? ae ? i) ere S06 ..... GM .. 8H 48 66 tHe i. «. 88 i. OS ; 
MM -) -3\-——Y + 4p ev — -+--Y~ —+~+>- 
AVORERS. scincarcahetaauuees 12.26 15.90 1894 19.05 ..... 20.48 cues 19.42 446 4.56 557 6.47 .... 5.49 4 5.27 
6D: (ebexavcstaovseunee 526.208 100. 2D ccces ee 2.12 0.54 0.62 0.65 O81 .... 0.61 =e 0.61 
€ GREE. <i scudankarnnes 0.24 036 038 O35 = ..... 0.42 oD 0.43 0.11 0.14 0.18 0.17 0.13 hie 0.18 





M = maternal values; C = blood from umbilical cord; B = blood from heel of infant twenty to seventy-five minutes after birth; 1, 2 ete. = days 


o , , 
after birth: S. D. (o) = standard deviation of the distribution; o average = standard deviation of the average (Na 7): delay = time elapsing between 


birth and clamping of cord. 


TABLE 3.—Amount of Hemoglobin and Number of Red Corpuscles in Blood of Infants in Which Clamping 
of the Umbilical Cord Was Delayed 








Number of Red Corpuscles (Mil. per C. Mm.) 
~~ 











Group A Amount of Hemoglobin (Gm. per 100 Ce.) 
Sub- Delay \ A ™ -F — 
ject Race Sex Para (Min.) M Cc B 1 2 3 4 5 6 7 M Cc B 1 2 3 4 5 6 7 
1D N F 3 S Cee  isicc 20.50 23.50. ..... iste Se Sacks S400 . cise CHO icc CH CB ccin woes TH) cee GR cin 
2D W M 0 mM 6D ls cass | i!) ee. ee) > a a» Torres § meerrrmerrrrme © 
3D W M 2 7 14.00 15.50 20.50 21.00) .....  «s... eer ccoce ED CGE GRR vest cee GD ccce ces OD 
4D N M 0 8 11.75 16.50 21.50 24.00 ..... ..... 22.00 ..... ..... 21.00 440 495 615 663 .... .... 5.84 ...6 «..- 5,98 
5D N M 0 | OO ES hl Sl eee SOP sésne- ssece eee GRE sce “FR FD nies cece OD tse cers OD 
6D W F 3 a ere eG GRE «séass soca SE bease wdaee 7 a Se i | er nme de 
7D W F 0 © Ce .::5 TA BO cccsc ee = =— ser sicwe RD OR kccs «= OL cece ccs CD es cre ER 
8D N F 1 10 «WOOD 16.26 BBBD BARD neice  ccrce BAD cicce GERD § cises $96 4.16 587 666 .... .. 648 .... 688 , 
9D N M 4 25 i i rrr se = ° Marre S600 §...03. GAB coos GH GRD cee cece GD cece GO csv 
0D N F 0 7 oo!) he? ae! errr | socce RD SR OTE cece cess GRR. sics sce Te 
1D N M 0 Fe ee ere OO is? cence ee aes sess, ties BP te cos, 2 
RD N F 2 5. Se. See Gee sce «=D kciss) «eases = Sse 20.00 3.72 6.42 495 4.87 .... 5.66 .... 1.0 oo 566 
BD W F 1 6 13.00 14.50 20.00 23.50 ..... 24.00. ..... . ees: ao! fe” ee eee) ee | mee 
uD W F 0 12 | * Be ee OO eer eee S000 440 SSB GRR GIB cco GRR cecs cece ovee CS 
IbD N F 1 2 14.50 12.50 18.00 18.00. ..... 1750. ..... scone «| Cc «6 CD veces, GBR ges cece GR cace 
6D W F 0 8 12.50 17.50 22.00 21.50 23.00. ..... ee ee 19.50 432 448 645 5.56 6.75 .... 561 .... .... 5.68 
7D W F 1 13.50 18.00 ..... 21.50 22.00 Oe. «este sada 19.50 446 401 .... 6.72 598 .... ‘6.84 .... .... 5.14 
8D N M 0 14 SR kacce, SR DD eecse | sea SEBO cece 2 are ea * a! Serer Se ines. SR tans 
9D N F 0 9 28 ..~.. 6H BDO DBM  ...- FORD nc sses pS arr Om .:. GIR BaF BR 2s, SRR ccs GH ass 
20D W F 0 12 14.25 15.75 19.50 21.00. ..... Poa nome =§=6<fl!lUe Sk ee Oe eee errr | 
2D W F 5 25 2 arr SB.BO. TRRO  cccse mk BE <tao8 ae eee - ae! Sere eer ll 
2D W F 5 2 ae 26.00 22.00 20.00. ..... CORD nk ékcnen = Ci‘iCk wks SO OT ces CR tee crs OR 
3D W F 2 S Tae .icce SE TR SRD kcéte — cteee 5 eer 20.295 460 .... 684 6.46 635 .... .... 6.28 .... 5.B4 
4D WwW F 3 OG TRE . .csve 3.50 24.50 ..... MO ..... WO ..... WSO 3.77 .... 648 GR .... 538 .. 6.03 .... 6.12 
5D W M 8 30 > ie ||| errr Te isscas SCs TO SH ss TR is TE tc OF ss OR 
— aad +4 -—+- SH +--+ NY 
RRBNS .. ccnsvnsitcbipncned 13.04 15.64 21.60 22.77 21.7 23.09 22.38 21.20 4.34 4.42 5.99 6.28 6.23 6.09 6.04 5.77 
Ds (6) ....cnxoveeuanaeen 1.01 1.41 2.47 ae “kinase 2.06 anaes 2.27 0.338 0.55 0.79 0.68 .... 0.65 wenn 0.56 
€ CRGTRED. 65.4455 oaaeS coe C2 0.45 0.52 a csaas 0.43 entes 0.45 0.07 O17 O17 O14 .... 0.14 ease 0.14 
Group B* 
6D N F 2 4 11.00 14.50 16.50 22.50 ..... ..... er ee a ee 6.00 .... .... 5.94 
7D W ? 2 o SP .sseas PBGO cece SERe 2 -seese = h cats a oe BOB vce GOL cece GAL B.7B cece coee voce 
BD W F 0 2 10.50 14.50 17.25 19.00. ..... Oe «ac cas CP ...c CH 6a Gee Gee cece GRO secc cose GED kicc 
2D OW F 0 as errors > ee er errr rr a ee ey 23.00 4.96 .... 639 6.21 .. 6.08 6.20 
Average A + B.........000- 12.91 15.46 21.28 22.53 22.25 23.03 22.38 21.32 4.30 4.34 5.93 6.22 6.26 6.02 6.04 5.81 
8.D. (¢) A+ Biss. caikes 1.19 1.78 2.62 | aes 2.23 0.37 0.54 O.77 O69 .... 0.67 eoee 0.56 
o average A + B......... 0.23 0.52 0.50 a ae 0.45 0.07 0.16 O15 O13 .... 0.13 Gua 0.11 





re * In subject 26D the placenta separated almost immediately at birth and still contained a considerable amount of blood after the cord was 
clamped. On subject 27 D insufficient data were furnished to include it in the main part of the table. In subject 28D the cord was still pulsating 
Weakly at the time it was clamped. In subject 29 D labor was prolonged with deep transverse arrest, low forceps. Much blood had returned to the 
infant before delivery. 

M = maternal values; C = blood from umbilical cord; B = blood from heel of infant twenty to seventy-five minutes after birth; 1, 2, ete. = days 


ater birth; S. D. (¢) = standard deviation of the distribution; o average = standard deviation of the average ( go —); delay = time elapsed between 
virth and clamping of cord. — 
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corpuscles. The hemoglobin values obtained in venous blood of 
infants are comparable with the averages of those obtained in 
capillary blood (tables 2 and 3). 

It is doubtful whether the sudden increase in the number 
of red corpuscles in the infant’s circulating blood at the time 
of birth is due entirely to a difference between capillary and 
venous blood. Postnatal dehydration is an unlikely explana- 


TaBLe 4.—Mathematical Significance of Differences 




















Hemoglobin Red Blood Corpuscles 
. a in ——— t A _——_ 
No. of Cases No. of Cases 
fo a. | 
Imme- Signifi- Imme- Signifi- 
Day diate Delay eance diate Delay cance 
Ee 25 28 3.71 25 28 1.80 
cd s4tcdcntes 25 28 8.49 23 28 3.57 
Three and four. 25 28 4.40 25 28 2.94 
Six and seven... 25 26 3.07 25 26 3.38 
j 
| = F D? 
a= Ln en 2 * ° 
¢= \ N c? X step interval 
o 
o Average at pany o Difference = V (o Aves)? + (o Ave.2)? 


numerical difference 
o difference 





Significance = 


tion, because the change often occurs in less than half an hour. 
A possible explanation may be found in the relationship of 
the spleen to this phenomenon. Polycythemia due to splenic 
contractions during emotional excitement has been observed in 
the cat.18 In prenatal life the smooth musculature of the fetal 
body is relatively inactive in comparison with that of the 
individual after birth2® The smooth muscle of the lamb’s 
spleen begins to contract at birth.2° Perhaps this throws a 
significant reserve of concentrated corpuscles into circulation. 
This could cause a rise in red corpuscles at birth. It is 
interesting to note that Horvath and Holldsi?! observed more 
red corpuscles and hemoglobin in blood from the infant’s 
umbilical artery than in that from the umbilical vein; blood 
drawn from the heel at birth showed even higher values. The 
course of blood circulating from the spleen to the heart and 
thence to the aorta and its branches is such that an increase 
in corpuscular concentration would manifest itself in the arteries 
before it would appear in the umbilical veins leaving the pla- 
centa. 


Tas_e 5.—Comparison of Capillary and Venous Blood 








Cord Red Blood Corpuscles Hemoglobin 


Tied -— TH A a —~ 
After Capillary, Venous, Capillary, Venous, 
Sub- Age, Birth, Mil. per Mil. per Gm. per Gm. per 





ject Days Minutes Cc. Mm. Cc. Mm. 100 Ce. 100 Ce. 
A 4 0 4.64 (H) 4.49 (V) 18.0 (H) 17.0 (V) 
B 4 3 6.58 CH) 5.97 (S) oaeew 22.5 (S) 
Cc 4 3 6.00 CH) 5.98 (S) pene cine 23.0 (S) 
D 2 8 6.06 (H) 5.99 (S) Seesesese 8 8=—6§-«- 6 00 B88 
E 2 46 6.75 (H) . . Sa ne 24.0 (S) 
PF 2 15 6.13 (H) 5.56 (S) Manusasa 21.5 (S) 
G* Adult aa 1.93 (F) 1.85 (V) icewsees  ~ eepaeees 





* Patient with pernicious anemia. 
(F) finger blood; (H) heel blood; (S) superior sagittal sinus biood; 
(V) jugular (in A) and cubital (in G) blood. 


Reticulocytes—Toward the end of the present study 
it occurred to us that depriving the infant of placental 
blood might result in increased erythropoiesis and that 
this would be reflected by an increase in the reticulo- 
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cytes. The reticulocyte count has been found by most 
authors ** to average about 4 to 6 per cent at birth, 
It decreases to less than 1 per cent by the end of the 
first, week. A slight rise in reticulocytes on the second 
day of life has been noted by Wollstein ** and by 
Waugh and his colleagues.1* Apparently no one has 
made comparative studies of the reticulocyte count jn 
the newborn after early and after late tying of the 
cord. Our results in such a study are recorded in 
table 6. Averages are shown graphically in chart 2 
When the umbilical cord was tied immediately, reticulo- 
cytes reached an average peak of 8.6 per cent at 
twenty-four hours and then decreased slowly. They 
did not fall below 6 per cent until the fifth day. When 
tying of the cord was delayed, reticulocytes averaged 
5.8 per cent at their peak in twenty-four hours 
and then fell to 4 per cent by forty-eight hours, A 
more active blood formation when the cord is clamped 
early than when it is clamped late is suggested by the 
higher and more sustained rise in reticulocytes in the 
former group. 


TABLE 6.—Reticulocyte Counts, Percentage 








Time After Birth 


A 





F —— 
Sub- 20-75 1 2 3 t 5 6 7 
ject Min. Day Days Days Days Days Days Days 


Cord clamped 7 3 92 62 £46&.7 pon pia ac OS 
immediately 8 58 88 88 67 64 20 11 04 
21 5.6 78 6.5 4.6 4.6 2.8 12 06 
26 6.0 6.6 9.4 6.0 4.2 2.8 12 05 

27 =66.2 nae 64 90 90 46 4.0 
28 “acd”. Se — nee 5.6 ae ae 
Average 6.1 8.6 7.5 6.4 6.0 3.1 16 04 

Clampingof A 1D 2.4 5.2 3.1 2.6 0.4 

cord delayed 4D 3.4 4.1 3.7 3.1 2.6 shite pre sab 
6D 6.5 5.0 2.4 2.6 6.4* 1.5 10 02 
7D 3.5 2.1 1.3 ine 06 


39D 70 70 50 34 O08 .. 1. vx 
Average 4.6 5.3 3.3 2.9 2.3 14 #10 O4 
Bt2D 50 75 79 59 2.0 oie mek. faa 
Average A+B 46 5.8 4.0 3.5 2.2 14 #10 = O04 





* This figure is undoubtedly too high; source of error unknown. 

+ Placenta separated almost immediately after birth, pulsations in 
cord continued for about one minute and cord was clamped in four 
minutes. Because considerable blood remained in the placenta, we feel 
that this may not be typical of most delayed cases. 


Blood drawn only about an hour after birth from 
infants whose cords had been clamped immediately 
contained more reticulocytes than did the blood from 
the other group. This is not surprising if our theory 
of splenic contraction at birth is true. The demand on 
the splenic reservoir may be greater in infants deprived 
of placental blood than in those getting it. Many of 
the corpuscles poured into the circulation from the 
spleen may well be reticulocytes. 

Jaundice —It has been suggested by Franklin ** that 
delayed clamping of the cord results in greater inc- 
dence of jaundice than early clamping. Few infants 
of our series had jaundice which could be easily detet- 
mined by inspection. In fact, it was recorded in only 
3 of the 25 infants whose cords had been clamped 
immediately, 5 of the 25 whose cords had been clamped 
late and 2 of the 4 infants placed in the special 





18. Izquierdo, J. J., and Cannon, W. B.: Am. J. Physiol. 84: 545 
(April) 1928; ibid. 8@: 145 (Aug.) 1928. 

19. Windle, W. F.: Physiology of the Fetus, Philadelphia, W. B. 
Saunders Company, 1940. 

20. Taylor, D. B., and Gotsev, T.: Unpublished data; cited by Bar- 
croft, J.: The Brain and Its Environment, New Haven, Conn., Yale 
University, Press, 1938. 

21. Horvath, Zaltan, and Hollési, Charles: Birth Pains and the Blood 
of the Newborn, Am. J. Dis. Child. 49: 689 (March) 1935. 


22. Krumbhaar, E. B.: J. Lab. & Clin. Med. 8:11 (Oct.) 192. 
Seyfarth, C., and Jiirgens, R.: Virchows Arch. f. path. Anat. 266: 676, 
1928. Goldbloom, Alton, and Gottlieb, Rudolph: Icterus Neonatorum, 
Am. J. Dis. Child. 38:57 (July) 1929. Josephs, H. W.: Medicine 15: 
307 (Sept.) 1936. . 

23. Wollstein, Martha: Normal Blood in: Infants and Children, in 
Downey, H.: Handbook of Hematology, New York, Paul B. Hoeber, Inc., 
1938, vol. 2, p. 924. ; 

24. Franklin, Morris: Am. J. Obst. & Gynec. 22: 913 (Dec.) 1931. 
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croup (B in table 3). Jaundice is probably a normal 
phenomenon in most instances. 

| eight —Several earlier investigators, according to 
Schiff,2° claimed that infants whose cords were cut late 
had less loss of weight and more rapid gains to the 
original birth weight than did those whose cords were 
cut early. The average weights of the two groups of 
infants in the present study ran parallel during the 
first week of life (chart 1). 

It is worth mentioning that Schiff *° found an 
increased excretion of nitrogen in infants whose cords 
were cut early. He concluded that the placental blood 
acted as a source of nourishment which protected 
infants against the breakdown of body protein. 


COMMENT 


Deprivation of the infant of placental blood by 
clamping the umbilical cord immediately results in 
significantly lower values for red blood corpuscles and 
hemoglobin during the first week of life than are 
encountered when clamping is delayed. In addition, 
there is an increase in the number of reticulocytes in 
the blood; this indicates an increased demand for 
blood on the part of the infant. The placental blood 
normally belongs to the infant, and his failure to get 
this blood is equivalent to submitting him to a rather 
severe hemorrhage. 

One can easily imagine that loss of as much as 25 
per cent of the total blood volume in the newborn 
infant, as described earlier, may sometimes be critical. 
Failure to receive the placental blood may be especially 
harmful to infants born prematurely, to infants after a 
long, difficult labor and to infants suffering from some 
pathologic condition. Engel,”* in the latter part of the 
nineteenth century, reported twice as great mortality 
in premature infants whose cords were tied early as in 
those whose cords were tied late. This is understand- 
able because the placenta reaches maximum relative size 
at about the fifth month and contains a greater pro- 
portion of the fetal-placental blood volume in premature 
infants. 

Deprivation of the placental blood also results in a 
relatively large loss of iron to the infants. Fullerton * 
and Stearns and McKinley ** have recently called 
attention to the fact that the principal iron reserve of 
the newborn infant is in the circulating hemoglobin 
rather than in the tissues. Iron liberated during destruc- 
tion of blood is stored in the tissues and utilized as 
needed for hemoglobin formation. The amount of iron 
lost to the newborn infant in 125 cc. of placental blood 
is sufficient to raise the hemoglobin in a 4 months old 
intant from 8.7 Gm. to 12 Gm. per hundred cubic 
centimeters.*° Therefore it seems possible that loss of 
placental blood may be a factor predisposing infants 
to anemia during the nursing period. 





25. Schiff, E.: Jahrb. f. Kinderh, 34: 159 and 459, 1892. 

“o. Engel, G.: Zentralbl. f. Gynak, 9: 721, 1885. 

“/. Fullerton, H. W.: Arch. Dis. Childhood 12:91 (April) 1937. 
(Feb.) 1937" Genevieve, and McKinley, J. B.: J. Nutrition 18: 143 

29. Calculation: 


2} . 
BI xd in placenta = 125 cc.; hemoglobin 16 Gm. per hundred cubic 
7p ccutimeters; hemoglobin = 0.335 per cent iron 
Ind tal iron in placental blood = 1.25 X 16 X 0.00335 = 67 mg. 
niant age 4 months: Average weight = 5.5 Kg.; blood volume = 10.9 
7 2er cent; hemoglobin = 12 Gm./100 ce. 
“tal circulating hemoglobin iron = 5.5 X 10.9 X 12 X 0.00335 
~~ =, 241 mg. 
Potal circulating hemoglobin iron minus iron in placental blood 
Th: (24 — 67) = 174 mg. 
: a hemoglobin of infant sagen of iron reserve) deprived of 
the amount of iron present in placental blood. 


/ 
333 X 12 Gm. = 8.7 Gm. per hundred cubic centimeters 


It is our opinion that enough evidence is now avail- 
able to condemn the practice of clamping the umbilical 
cord promptly after birth and incidentally to condemn 
the use of placental blood for transfusion purposes. A 
delay on the part of the obstetrician in clamping the 
cord, not only until pulsations cease but also until 
the placenta has separated from the uterus, will give 
the newborn infant the quota of blood that naturally 
belongs to him. 

CONCLUSIONS 

1. Deprivation of the infant of the portion of its 
blood that is in the placenta by clamping the umbilical 
cord immediately after birth influences the red cor- 
puscle count and hemoglobin content of the blood 
during the first week of life. Those infants whose cords 
were not clamped until the placentas had separated 
from the uteri had on the average 0.56 million more 
red blood corpuscles per cubic millimeter and 2.6 Gm. 
more hemoglobin per hundred cubic centimeters during 
the first week than those whose cords were clamped 
immediately. 









Immediate 


Reticulocytes in percent 
5. 











.@) 1 2 3.4 5 6 7 
Age in days 
Chart 2.—Graphic reproduction of the average percentage of reticulo- 
cytes in the blood of infants from birth to the seventh day. Solid lines 
connect values for those whose cords were clamped immediately; broken 
lines, the values after delayed clamping. Six infants are represented in 


each series; had subject 26 D been omitted, a somewhat more striking 
difference between the two curves would have resulted. 


2. Blood drawn from the infant’s heel twenty to 
seventy-five minutes after birth had significantly higher 
red corpuscle and hemoglobin values than blood drawn 
from the umbilical cord at birth. It is possible that the 
spleen plays a part in bringing on this polycythemia 
of birth. 

3. Higher reticulocyte counts in infants whose cords 
were clamped immediately suggested a greater demand 
for blood in this group than in the group whose cords 
were not clamped until placental separation. 

4. Early clamping of the umbilical cord is equivalent 
to submitting the child to a hemorrhage at birth.*° 


303 East Chicago Avenue. 





39. Since this article was submitted for publication many more deter- 
minations of the red corpuscles and hemoglobin have been made simulta- 
neously on sinus and heel blood of newborn infants. Contrary to our first 
few observations, we find the values to be consistently lower in sinus 
blood. The difference in number of red corpuscles and amount of hemo- 
globin between the immediate and delay groups is similar to that found 
in capillary (heel) blood. The red corpuscles and hemoglobin in sinus 
blood show a sharp rise within an hour after birth in the delay group 
but not in the immediate group. Reticulocyte percentages in sinus blood 
in the two groups show the same difference found in capillary blood. 
These results will be reported in detail in a subsequent publication. 
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During late January 1941 a small epidemic of influ- 
enza occurred among the employees of Grasslands 
Hospital, one half of whom had been vaccinated with 
the “complex chick embryo influenza A vaccine” devel- 

oped by Horsfall and 

> Lennette.* 
7 pee Vaccine had been ad- 
ministered to 415 of 826 
employees of the institu- 
tion on December 11 and 
12. Scattered cases of 
influenza appeared sev- 
—- - eral weeks later. The 
epidemic reached its peak 
during the seventy-two 
hours commencing Janu- 
ary 31, at which time 32 
of the 77 identified cases 
were reported (chart 1). 
Of the 77 employees who 
contracted the disease 32 
had been vaccinated and 
45 had not. Every pa- 
tient was examined by 
us, and whenever possi- 
ble blood samples were 
taken during the acute 
stage of the disease and 
again during convales- 
cence. No effort was made to recover the virus, one 
of our purposes being to institute simple and inexpen- 
sive procedures which would suffice to diagnose cases 
of suspected influenza and which might be incorporated 
into the routine of the diagnostic laboratories of the 
hospital. Two samples of serum were collected from 
each of 59 of the patients, and these were tested both 
for neutralizing and for complement fixing antibodies. 
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Chart 1.—Case incidence of in- 
fluenza among vaccinated and non- 
vaccinated employees. 


METHODS 


The neutralization test was performed by the method 
of Francis and Shope.*, However the serum-virus mix- 
tures were instilled in the nostrils of the mice with a 
capillary tube calibrated to deliver 0.05 cc. While it is 
doubtful whether this is much more accurate than 
Shope’s method of immersing the nostrils in the fluid, 
it is more economical of serum ard we were able to 
inject 4 mice with 0.2 cc. of the serum-virus mixture, 
which represents only 0.1 cc. of serum. The virus 
used was a 4 per cent saline suspension of freshly 
harvested mouse lungs taken from animals previously 
injected with the PR& strain of influenza. The serum 
and virus were mixed and incubated at 37 C. for thirty 
minutes before injection. The mice were killed on the 





From Grasslands Hospital. 

1. Horsfall, F. L., Jr., and Lennette, E. H.: Complex Vaccine Effec- 
tive Against Different Strains of Influenza Virus, Science 91: 492 (May 
24) 1940. Horsfall, F. L., Jr.; Lenmette, E. H., and Rickard, E. R.: 
A Complex Vaccine Against Influenza “A” Virus, J. Exper. Med. 73: 
335 (March) 1941. 

2. Francis, Thomas, Jr., and Shope, R. E.: Neutralization Tests with 
Sera of Convalescent or Immunized Animals and the Viruses of Swine 
and Human Influenza, J. Exper. Med. 63: 645 (May) 1936. 
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sixth day and the presence and extent of lesions noted. 
This is the simplest and most economical protection 
test that has been devised. Its disadvantage is that 
samples taken from many patients during the acute 
phase of the disease, as indeed many random serums, 
will completely neutralize the virus. In such cases 
further tests with diluted serum are needed. Recent 
studies of the levels of neutralizing antibodies indicate 
that the actual titers have little diagnostic significance, 
The: purposes of the present work seemed satisfied by 
the simpler method. 

The complement fixation test was performed by the 
method described by Eaton and Rickard.’ It was found 
advantageous to modify the quantities of reagents. 
Serum dilutions were prepared in 0.2 cc. amounts, 
complement (2 units) and antigen in 0.2 cc. amounts, 
and no saline solution was added. 


THE CAUSE OF THE EPIDEMIC 


The results of the first neutralization test are shown 
graphically in chart 2 and suggest that the vaccinated 
group had a higher level of antibodies than the non- 
vaccinated at the time of onset. The results also show 
that at least many of the patients had influenza A, since 
many showed a distinct rise in specific antibodies. The 
remaining serums were examined in like manner and 
with very similar results. The same samples were also 
compared by means of the complement fixation test. 
In the unvaccinated group 22 patients were found to 
show a sharp rise in complement fixing antibodies, of 
3 one or both serums were anticomplementary and 
of 3 no increase in complement fixing properties was 
detected. These may have been due to the fact that 
the first sample was collected rather late in the disease. 
Of 2 others the reaction was negative in both samples. 
Those serums which had completely protected mice in 
the first neutraliza- 
tion test were then 
reexamined, the 
amounts of virus 
previously em- 
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anan aaan (chart 3). Of 8 pa- 
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oer. ee — we sed-ie samples of 
——- oe ARAA ARAA the remaining 2 
— ARAA ARAA completely protect- 
AAAA ARAA ama Aman ed mice even in the 

Ann 1:32 dilution. 


Chart 2.—An influenza A _ neutralization These results 
test showing the extent of the involvement * symma- 
of the mouse lungs. Mice that died shortly have been su 1 
after inoculation have been omitted. No dis- rized in table ’ 
tinction has been made between animals that where it may be 


died or were killed on the sixth day. 

observed that in 27 
of the 31 control cases serologic evidence that the dis- 
ease was due to influenza A was established by one oF 
both tests. This represents 87 per cent of the cases in 
the group. 





Eaton, M. D., and Rickard, E. R.: Application of the Comp lement 
Fixation Test to the Study of Epidemic Influenza, Am. J. Hyg., 5¢c 
33: 23-35 (Jan.) 1941. 
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TABLE 1.—Results of Serologic Tests in Vaccinated and Nonvaccinated Persons Sick with Epidemic Influenza 
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aft The protection tests or virus neutralizations are reported as the extent of pneumonia in the lungs of each mouse. Mice that died shortly 
__. moculation have been omitted. Where three tests are shown for a single case the second represents a 1:8 and the third a 1:32 dilution of 
m. The complement fixation test was run at three serum dilutions. Asterisks identify cases in which influenza may not have been present. 
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Since vaccination of itself causes an increase in 
neutralizing antibodies, the protection test is of less 
value among vaccinated subjects. In the present work 
increases were noted in 7 of 28 cases, but the increases 
were of slight degree and therefore inconclusive. How- 
ever, definite, sharp increases in complement fixing 
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had pneumococci or hemolytic streptococci in  thej; 

sputums. 
COMMENT 

The epidemic did not differ clinically from othe; 

which have been observed in this hospital in the pay 

or from those which occurred elsewhere this year, |; 

does, however, afford some basis for judging 

the efficacy of the vaccine used. It is unnec. 
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Chart 3.—An influenza A neutralization test in which three different serum concen- 


trations were tested. 


antibodies were demonstrated in 20 cases, in 3 there 
was no change and in the remaining cases one or both 
serums were anticomplementary. 

The eight inconclusively vaccinated patients were 
tested against influenza B* (Lee) virus, a 10 per cent 
suspension of mouse lung and equal amounts of serum 
being used. Neither the samples collected during the 
early days of the disease nor those taken later protected 
the mice. 

Evidence that the epidemic was due to influenza A 
seems incontrovertible, since a rise of specific antibodies 
was demonstrable in 87 per cent of the control and 
71 per cent of the vaccinated group. If those patients 
are excluded in whom technical difficulties prevented 
complete serologic study, these figures become 93 and 
83 per cent respectively. Analysis of the laboratory 
tests in the light of the individual records (when the 
first sample was collected and other clinical informa- 
tion) suggests that 3 patients in each group probably 
did not have influenza A and may not have had influ- 
enza at all. This has little bearing on the evidence as a 
whole. 


CLINICAL CHARACTERISTICS OF THE EPIDEMIC 


For the sake of brevity, the frequency of the cardinal 
symptoms and signs of influenza in both groups have 
been listed in table 2. In both groups they were quite 
typical of influenza, the common complaints being 
fever, aches and pains, cough, chills or chilliness and 
prostration. Sudden onset occurred in almost all. 
Leukopenia was the rule. All the patients recovered, 
although some required from ten to fourteen days of 
hospitalization. Residual symptoms, weakness, dizzi- 
ness, asthenia and nausea were sometimes encountered. 
One patient showed postural hypotension, another was 
incapacitated with a severe, dry pleurisy. Signs of 
pneumonitis were detected in 20 patients but roent- 
genographic evidence of pneumonia was found in only 
3. Bacteriologic studies did not reveal Haemophilus 
influenzae in any patient. Several of the sickest patients 





4. Francis, Thomas, Jr.: A New Type of Virus from Epidemic 
Influenza, Science 92: 405-408 (Nov. 1) 1940. 


92 essary to review the development of inf. 
enza vaccines since various writers haye 
recently done so.° The vaccine in question 


CONVALESCENT 


ARM has been shown capable of protecting ferrets 
nan against experimental influenza and of cays. 

ing a pronounced rise in serum neutralizing 
AAAA antibodies in man.t Our own results sy). 
AAAA  stantiate the latter. That the vaccine failed 
arcs  '© protect completely against the disease js 

quite evident from our present experience, 
AAAA It is true that fewer vaccinated persons 
AnALA became sick, but the difference in favor of 
ane the vaccinated group is not statistically con- 


clusive. 

No differences between the two groups 
were observed other than that fever was of 
shorter duration among the vaccinated per- 
sons, that pneumonitis of a degree which 
could be detected by roentgen examination occurred 
only among those who had not been vaccinated and 
that physical signs of pneumonia were twice as con- 
mon among the controls. A comparison of ('s 


fever in the two groups is shown in chart 4. Pnev- 
monitis was evident in the roentgenograms in only 
3 instances. This reminds one of Shope’s ® observation 
that swine influenza virus injected subcutaneously not 
only induced an antibody response but likewise pro- 
tected ferrets against pulmonary invasion when the 
same virus was subsequently injected intranasally. 


VACCINATED 


DURATION OF FEVER coer on wont) 





Chart 4.—A comparison of the duration of fever among vaccinated and 
nonvaccinated persons sick with influenza. 


Judgment of the usefulness of influenza vaccines 
extremely difficult. Justification for vaccination rest 





5. Francis, Thomas, Jr.: Epidemic Influenza, Bull. New York _ 

Med. 17: 268, 1941. Mote, J. R.: Virus and Rickettsial Diseases, 

bridge, Mass., Harvard University Press, 1940. : fluensa 
6. Shope, R. E.: Immunization Experiments with Swine Influe 


Virus, J. Exper. Med. 64: 47 (July) 1936. 
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mainly on two observations: that vaccines elicit neu- 
tralizing antibodies and that persons with high antibody 
titers are in the main less susceptible to influenza than 
those with low titers. There is further encouragement 
in the successful vaccination of laboratory animals. It 
may well be that individuals with high antibody titers 
due to a natural encounter with virus may have superior 
and different resistance than those with similar titers 
the results of vaccination. Antibodies are only one 
measure of resistance. Tissue resistance may be much 
more important. The vaccine used in this study seems 
to be effective in eliciting antibodies. Yet it did not 
prevent influenza. — ' 

Against this failure to prevent influenza must be 
considered the evidence that the duration of the disease 
and pulmonary involvement seem to have been reduced 
by vaccination. If this can be proved to be consistently 
true, the advantages of vaccination might be much 
more conspicuous and important during a pandemic 
characterized by severe pulmonary complications and a 
high mortality rate. 

We hope that our experience will induce other 
hospitals to undertake the etiologic diagnosis of influ- 
enza. The neutralization test is a simple and conclusive 


Taste 2.—An Epidemic of Influensa: Frequency of Certain 


Signs and Symptoms Among 26 Vaccinated and 
32 Not Vaccinated Patients 
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procedure well suited to the study of individual cases 
or small groups of cases. The complement fixation 
test is equally definite and the reactions are very sharp. 
It is much less expensive and time consuming if many 
samples are to be tested. Present indications are that 
complement fixation will prove to be invaluable in the 
diagnosis of various virus diseases. We have used it 
lor a number of years in the diagnosis of lymphocytic 
choriomeningitis. In the present work considerable dif- 
ficulty was experienced with anticomplementary reac- 
tions, When these were finally overcome, no serum 
remained from certain patients and these appear in 
table 1 as AC. Unfortunately antigen must be freshly 
prepared at present. If some means were found to 
preserve it and to supply it to diagnostic laboratories 
the complement fixation test could readily be introduced 
wherever Wassermann tests are now performed. Much 
would be gained by broadening the front on which 
influenza is now being observed and attacked. 

Our results show that on occasion one of the tests 
may be negative when the other is positive. This does 
hot occur often enough to detract seriously from the 
value of either. 

CONCLUSIONS 


_An epidemic of influenza A occurred among a hos- 
pital employee population of 826 adults, half of whom 
had recently received the vaccine of Horsfall and 
Lennette, Vaccine was found to increase the neutral- 
zing antibodies but not to prevent influenza. There is 
ee that it may have reduced the incidence and 
avorably modified the severity of the disease. 
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THE KENNY TREATMENT OF 
INFANTILE PARALYSIS 


A PRELIMINARY REPORT 


WALLACE H. COLE, M.D. 
ST. PAUL 
AND 
MILAND E. KNAPP, M.D. 
MINNEAPOLIS 


Note.—The following article is a preliminary report on the 
treatment of cases of acute infantile paralysis by the Kenny 
method. The authors state that this does not represent any 
original work on their part but is strictly a report of observa- 
tion of the treatment as carried out by Miss Elizabeth Kenny 
and attempts only to present her ideas. Results of treatment 
of late cases were not included in this report because the period 
of observation was not sufficiently long. It is obvious that 
several years must elapse before a definite evaluation of the 
method can be made in terms of final results. 

Continuation of the work for at least one additional year has 
been arranged for at the University of Minnesota Hospital and 
the Minneapolis General Hospital. It is hoped that a more 
complete report will be forthcoming at the expiration of that 
time. 

It is, of course, recognized that spontaneous recovery may 
occur in cases of infantile paralysis without treatment of any 
kind. However, no accurate statistical studies of the incidence 
of spontaneous recovery have come to our attention. 

Regardless of one’s attitude toward the concept of infantile 
paralysis here presented, the fact remains that the currently 
accepted methods of treatment of the disease are far from satis- 
factory. The mere existence of The National Foundation for 
Infantile Paralysis, Incorporated, supported as it is by con- 
tributions from the entire nation, is prima facie evidence of the 
widespread recognition of the inadequacy of present methods of 
treatment. 

For this reason the authors believe that the “Sister Kenny 
Method” should be given a fair trial and should be studied 
with open minds in the hope that improvement in the treatment 
of infantile paralysis might result. 

There have been published to our knowledge four previous 
reports on the “Kenny method.” These are: 


I. The report of the Queensland commission, which condemns 
the method completely in every detail (M. J. Australia 1: 
[Jan. 29] 1938; summary of findings, Brit. M. J. 1:350 
[Feb. 12] 1938). 

II. The Carshalton report of the London County Council, 
which is summarized as follows (Brit. M. J. 2:852 [Oct. 22] 
1938) : 

“1. We have seen no reason to admit Miss Kenny’s claim 
that complete cure can be promised in any group of cases of 
poliomyelitis. 

“2. We consider that the use of hydrotherapy in the form of 
hot and cold douches as practiced by Miss Kenny is of value. 

“3. We consider that very early attempts to initiate voluntary 
movements and also early and frequent passive movements are 
harmless but of unproved value. 

“4. We agree with Miss Kenny that under certain conditions, 
which we have specified, splints can be dispensed with in the 
treatment of the early stages of the disease. We do not approve, 
however, of her entire abolition of splints and surgical appli- 
ances in treatment. . . .” 

“5S. We consider that Miss Kenny has not really faced the 
issue of residual paralysis, for which we believe surgical appli- 
ances or surgical methods such as stabilizing operations offer 
the only eventful hope of amelioration.” 





From the Departments of Orthopedic Surgery and Physical Therapy, 
University of Minnesota Medical School. 

This work has been supported in part by a grant from the National 
Foundation for Infantile Paralysis. 
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III. The report of W. R. Forster and E. E. Price, in which 
the conclusions are briefly as follows (M. J. Australia 1:321 
[Feb. 25] 1939) : 

“So far as this investigation goes it would appear that, 
excluding the quoted unsatisfactory cases, return of muscle 
power is comparable to that obtained by orthodox methods. 
Pain on movement and stiffness rapidly diminish and are never 
so marked as in the splinted cases. The tendency to deformity 
has given us less trouble than in cases with ill-fitting splints. 
P Correct splinting is an advantage for many cases of 
paralysis of the hand, foot, and abdomen, and may be regarded 
as an essential for home treatment and unruly cases 

“We are of the opinion that Miss Kenny has made a definite 
contribution to the treatment of poliomyelitis. 

“1. She has provoked a critical and in several respects bene- 
ficial review of the treatment of poliomyelitis in general. 

“2. She has drawn attention to the evils of improper splinting. 

“3. She has contributed to the knowledge on the subject of 
stiffness and has emphasized the value, in this respect, of full 
and more frequent movements, beginning as early as the third 
week.” 

IV. The report to the Minister for Health of New South 
Wales by Kenneth W. Starr in May 1939. <A few of his con- 
clusions are: 

“1. Sister Kenny has made valuable contributions (a) to our 
knowledge of the causes of stiffness in paralyzed muscles and 
of its prevention and (/) regarding the results, so commonly 
seen, of improper splinting. 

“2. Sister Kenny has made no fresh contribution to the treat- 
ment of the disease as it affects the spinal cord. 

“3. Sister Kenny's contributions deal with the problem of cir- 
culation in paralyzed muscles and should bring infantile paral- 
ysis into line with modern advances in the treatment of 
fractures and other orthopedic conditions in which muscle stiff- 
ness has now been largely eliminated. 

“4. Sister Kenny has regimented various orthodox methods, 
and in some aspects improved on them. Her criticism of dila- 
tory application of reeducation to paralyzed muscles in favor 
of routine splinting is justified. 

“S. However, the criticism leveled by Sister Kenny at ortho- 
dox methods is certainly not entirely justified, as in certain 
valuable respects these methods are superior to her own. 

“6. Her method cannot replace orthodox practices but its 
most favorable principles should be incorporated in units for 
the treatment of infantile paralysis.” 

The authors of the present article consider it significant that 
the tone of these reports becomes more favorable the earlier 
the cases come under treatment. The Queensland commission 
reported on late cases (treatment begyn over six months after 
the onset of the disease). The Carshalton cases were called 
“early” if treatment was started within eight weeks. Forster 
and Price reported on cases coming under treatment “as early 
as the third week.” Treatment in 52 of Starr’s cases was begun 
between the fifth to the twelfth day after onset of the disease. 

In a number of the cases included in the present report treat- 
ment was started as early as the second day of the disease. A 
case was considered “late” if treatment was started later than 
two weeks after the onset of the disease. 

SUBCOMMITTEE OF THE AFTER-EFFECTS 
COMMITTEE OF THE NATIONAL Foun- 
DATION FOR INFANTILE PARALYSIS, 
Inc. M. E. Knapp, M.D., Chairman 
in the absence of WaALtLAcE H. Co te, 
M.D. 

Frank H. Krusen, M.D. 

Irvine McQuvuarrir, M.D. 


For about six months, June to December 1940, we 
have observed and assisted in the treatment of infantile 
paralysis according to a method devised and developed 
in Australia by Sister Elizabeth Kenny. This treat- 
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ment has been carried on at the Minneapolis General 
Hospital and the University Hospital under the direc 
control and supervision of the orthopedic and physical 
therapy departments of the University of Minnesota 
The actual treatment has been carried out by Miss 
Kenny herself with the assistance of the physical ther. 
apy and nursing staffs of these hospitals. 
*Miss Kenny has presented ideas which are new jp 
the symptomatology and treatment of infantile paraly. 
sis. The technic is essentially a highly refined ang 
detailed method of muscle reeducation. Results haye 
been obtained in the cases of acute involvement which 
seem superior to those secured with therapeutic pro- 
cedures previously generally accepted. One may not 
invariably agree with her explanations, but the results 
seem significant. 

This preliminary report merely outlines the funda- 
mental principles on which the therapy is based, pre. 
sents briefly the technic and summarizes the progress 
of the patients thus far treated during the acute stage 
of the disease. Definite conclusions cannot yet be 
drawn. A continuation of the work may permit a more 
conclusive report in the future. 

The Kenny treatment was developed in the Australian 
Bush through careful observations of the symptoms, 
signs and end results of infantile paralysis and its 
treatment. Miss Kenny had a keen, analytical mind 
unprejudiced by previous contact with theory or train- 
ing in the prevalent conception of treatment of this 
disease. She was furthermore without knowledge of 
postmortem pathologic appearances. She was, in addi- 
tion, thrown entirely on her own resources. 
®According to her concept, the cardinal symptoms of 
infantile paralysis are “muscle spasm,” “muscle incoor- 
dination” and “mental alienation.” This is opposed to 
the usual concept in which the cardinal symptom 1s 
conceived to be flaccid paralysis without muscle spasm 
or incoordination. The presence of spasm has been 
demonstrated in all cases of acute involvement observed 
in this study. 

She believes that “muscle spasm” is a_ constant 
accompaniment of the muscular pain of acute anterior 
poliomyelitis and it may be the real and sole cause 
of the pain. It may also be a rational explanation for 
the rigidity of the neck and the back, which is usually 
dismissed with the term “meningeal irritation.” 

This spasm can be released effectively by the use ol 
hot fomentations of the special type described later 
under “Treatment,” and by this method the stage 0! 
muscle soreness can usually be shortened to three of 
four days. Sister Kenny contends that much of the 
permanent paralysis may be prevented, or at least 
reduced, by relief of this spasm as quickly and as 
completely as possible, for persistent muscle spast! 
may result in paralysis or muscle weakness in fou! 
ways: 

1. The lesion which causes paralysis may so weaken 
a muscle that its fibers are irrecoverably damaged by the 
added insult of prolonged muscle spasm which results 
eventually in the muscle becoming a hard, inelastic 
mass which has lost its essential power of contractility 
This type of muscle in spite of all treatment will never 
recover and eventually results in the formation of cot 
tractures. 2. Muscle spasm in one group of muscles 
may result in overstretching of the opposing group °° 
that a disuse atrophy or paralysis is produced i this 
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opposing muscle group although it is not directly 
affected by the disease. This apparent paralysis can be 
frequently cured within a few hours or days if ade- 
quate treatment is given to the muscles in spasm. 
: The severe pain resulting from attempts at motion 
when muscles are in active spasm may cause a sub- 
conscious alienation of the mental processes so that it 
becomes impossible to use these muscles consciously 
even months after the spasm has ceased. This must be 
treated by reeducation designed to reestablish “mental 
awareness” of the part after release of the spasm has 
been accomplished. 4. Pseudoparalysis may be pro- 
duced by spasms so strong that other muscles are put 
at a mechanical disadvantage and therefore may appear 
paralyzed. Release of the spasm in these cases restores 
function. 

Attempts of the patient to perform acts with weak- 
ened, paralyzed or painfully spastic muscles result in 
the substitution of other muscle groups so that a mental 
pathway is diverted to the wrong muscle. This results 
in “muscle incoordination.” For instance, the patient 
may attempt to abduct the arm by contracting the pec- 
toralis major, and this erroneous pathway may persist 
aiter the acute phase of the disease has passed and 
result in a wrong diagnosis of paralysis of the deltoid. 
Incoordination is treated by preventing all attempts to 
use painful and weak muscles except under careful 
supervision and direction and by restoration of coordi- 
nation by proper muscle training. The latter is often 
a long and tedious procedure. Obviously in this treat- 
ment there is no place for “muscle testing” as usually 
performed—that is, attempting to determine the 
strength of each individual muscle—for this testing can 
definitely cause “incoordination” and may slow down 
the patient’s recovery. 

By “mental alienation” is meant the destruction or 
distortion of mental pathways so that a muscle is 
divorced from voluntary action. This may be a result 
of the fear of pain or it may be due to the disruption 
of conduction pathways or synapses by the disease 
itself through edema, hemorrhage or other pathologic 
process. 

Mental alienation may be prevented to a greater 
or less degree by relief of pain and muscle spasm as 
quickly as possible. Treatment consists of very exact 
and persistent reeducation started at the earliest possi- 
ble moment. 

A treatment based on the foregoing principles obvi- 
ously has no place for the use of splints or plaster of 
paris fixation. Miss Kenny lists the reasons for con- 
demnation of the principles of immobilization as 
follows : 

_ 1. Immobilization prevents the treatment of the disease—that 
is, the symptoms of the disease—in the acute stage. 

2. It prolongs the condition of muscle spasm and prevents its 
treatment. 

5. It prevents the treatment for the restoration of coordination 
of muscle action, a serious error. 

Ppt: the condition of stiffness, which according to 
nea ¥ —— ey treatment either for the symp- 
Steet -* t about the condition (muscle spasm) or the 
Stay muscle power by reeducation, or the reawaken- 
Ing of impulse, 


5. 7 > » 2 *,¢ . . 
Pe It Wg with nutrition of the skin, subcutaneous tissue 
«fd muscles, 


6. It reduces circulation. 
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7. In any system of treatment it cannot prevent deformities. 
If introduced into the Kenny system it would not prevent 
deformity because it would prevent the treatment of the symp- 
toms of the disease in the acute stage. It does not in the 
orthodox system prevent deformities, of which there is unfor- 
tunately abundant evidence. 

8. It diminishes the volume of nerve impulses through the 
nervous system along the afferent and efferent paths. 

9. It produces changes in the capsular ligaments and prevents 
their normal functioning. 

10. It interferes with the normal function of the subconscious 
mind. 

11. The synovial fluid tends to disappear and the joint to 
become dry. 

12. It gives the patient an adverse psychologic outlook. 


In this system the goal is coordinated, balanced func- 
tion which is obtained by reestablishment of nerve 
pathways and mental processes, and minor importance 
is assigned to strength. 


TREATMENT 

A brief discussion of the usual treatment procedure 
may be instructive at this point. Sister Kenny states 
the purpose of the Kenny system as: 

1. The treatment for the symptoms presenting themselves in 
the acute stage of the disease. 

2. Maintenance in full vitality or maintenance of the healthy 
conditions of all tissues of the body, affected parts as well as 
unaffected, both somatic and visceral. 

3. Reestablishment of normal nerve conduction paths and of 
normal function to the affected parts to the fullest extent pos- 
sible. 

4. Avoidance of all measures known to interfere with the 
attainment of these objectives. 

5. Prevention of undesirable sequelae and complications. 


The technic is roughly the following for a patient 
admitted within a day or two after the diagnosis has 
been made: 

Especial attention is paid in the examination to the 
presence of muscle spasm, the location of pain and 
the extent and probable cause of apparent paralysis, and 
the patient is then placed on a firm mattress supported 
by bed boards. There is a foot board with the mattress 
sufficiently separated from it so that the heels or toes of 
the patient will not be resting against the mattress. This 
board is intended to maintain the normal standing 
reflexes arising from pressure of a hard surface on the 
soles of the feet and is in no way to be considered a 
splint. 

The patient is placed in a position comparable to 
the normal standing position, with the arms at the side 
and the knees straight. No splints or casts are used. 
Hot foments are then applied to the affected muscles. 
These foments are made with boiling water from pieces 
of blanket cut to size which are passed twice through a 
very tight wringer and applied directly to the part. The 
joints are not covered and no cutaneous irritation 
occurs. These foments are renewed every two hours 
in most cases, every hour or half hour in cases of more 
serious involvement. Passive movements through the 
range of motion possible without pain are carried out 
several times a day. In addition an attempt is made 
to maintain awareness of the part by training once or 
twice a day as soon as muscle spasm is sufficiently 
reduced. As the pain is reduced the muscle training is 
increased to maintain normal nerve pathways and 
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restore those which are damaged. By the time the 
patient is ready to be released from the contagious 
ward the pain and spasm are usually gone and the 
reeducation has been well started. Periods of muscle 
training are carried on twice a day until the patient is 
normal or ready to be discharged from treatment. 

The technic of reeducation of the muscles cannot be 
fully presented in this short paper. The principles are 
the establishment of awareness by pointing out the inser- 
tion of the affected muscle, then having the patient make 
a mental effort while the technician carries out the 
motion and finally having the patient make a physical 
effort. This procedure is repeated twice every day until 
the patient has useful function of the part, but only one 
to three active movements are ever allowed. Great 
care is taken to center all attention on the part being 
treated and to avoid overtiring the patient either phy- 
sically or mentally. Meticulous attention is paid to body 
mechanics and exact muscle function. The details of 
this method of treatment cannot be learned quickly. 
The longer we have observed Miss Kenny’s work the 
more we have realized that there is a reason for the two 
year period of training which her pupils receive in 
Australia. 

The complete technic will no doubt be published in 
book form some time in the future. 


REPORT OF CASES 


To date 26 patients with acute anterior poliomyelitis 
have been treated under our observation by this method. 
Twenty received the Kenny treatment within two weeks 
after the onset of the disease. Eleven have already been 
discharged completely normal. The average hospital 
stay of these patients was thirty-six and two-tenths. 
days. Of the remaining 9, 1 has paralysis of both legs 
which will probably be permanent. One was admitted 
only three weeks before the date of writing. 

The other 7 are progressing satisfactorily, but it 
will take time to establish the extent of their final 
recovery. 

In this series 11 of 20 patients are normal within 
two months after the onset. It is expected that at 
least 5 of the others will recover completely within a 
reasonably short period of time. 

Of the 6 patients on whom the Kenny treatment was 
started from two weeks to two months after the onset 
of the disease, 2 have been discharged as completely 
well, 1 will probably have permanent paralysis of one 
arm and 2 are quite likely to have some degree of per- 
manent paralysis. This would seem to indicate that 
early treatment may have some value in preventing the 
development of severe disabilities. 


COM MENT 


It is impossible at this time to attempt to evaluate 
end results or to do more than indicate impressions. 
Epidemics vary in their severity from year to year, and 
the percentage of the hospitalized patients who would 
have recovered completely under the usual therapy can- 
not be accurately estimated. 

* The patients observed were much more comfortable 
and cheerful during the acute stage than are those who 
are immobilized. Thus far, we have seen no contrac- 
tures or deformities following this treatment. Even 
the most severely paralyzed patient has passively full 
range of motion in all his joints. Scoliosis or other 
spinal deformity has not developed in these cases. In 
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ext it 
most of them there is more flexibility than there y,; 
before the onset of the disease. The patients are mor, 
comfortable and more cheerful, and it appears that th. 
disability is less severe than would have been expecte 
ordinarily. Certainly harm has not resulted to any ¢j 
the observed patients under Miss Kenny’s care fron 
“abandonment of immobilization.” 





CROSS INFECTION WITH TYPE | 
PNEUMOCOCCUS 


SYDNEY S. GELLIS, M.D. 
AND 
A. GRAEME MITCHELL, M.D. 


CINCINNATI 


That pneumococcic pneumonia is a contagious disease 
and that isolation procedures are necessary in the care 
of patients suffering from it have been emphasized by 
certain clinicians. Smillie and Leeder ? observed thi 
2 per cent of patients in contact with patients wit) 
pneumonia contracted pneumonia. In the report by 
Benjamin, Ruegsegger and Senior ® it was stated tha 
13 cases of pneumococcic pneumonia which were obyi- 
ously due to cross infection occurred in the years 1936 
and 1937 at the Cincinnati General Hospital and that 
during the following winter when isolation technic was 
enforced only two such instances of cross infection 
occurred. 

Smillie * has shown that type I pneumococcus is 
twenty times more prevalent in persons exposed to this 
strain than in the population at large. He stated, 
furthermore, that economic status and overcrowding 
play no role in increasing the number of positive con- 
tacts. The study of Benjamin, Ruegsegger and Senior; 
however, emphasized the influence of overcrowded hos- 
pital wards in the production of cross infection with 
pneumococci. 

The following nine instances of cross infection with 
type I pneumococcus occurred in November and Decem- 
ber of 1939 during a period of two weeks in the pediatric 
service of the Cincinnati General Hospital. All the 
children, with one exception, were between the ages 
of 2 and 3 years. It has been the practice to admit 
patients with pneumonia in this service to one large 
ward in which all patients are isolated and mask and 
gown technic is enforced. Because of the number 0 
admissions, it is necessary at times to remove thes 
patients during their convalescence to smaller wards 
in which isolation technic is not enforced. 

Of the 9 patients 5 (1 to 5, inclusive) when admitted 
were suffering from bronchopneumonia and 1 (patiet 
6) from bronchitis and otitis media. The 3 remaining 
patients were not in the large ward at the time of admis 
sion of the other patients but were in small nearby 
wards. Patient 7 was suffering from pyelitis, patient 8 
had nephritis and patient 9 was convalescing trom @ 


hernia operation. 
—_— 





Dr. Mitchell died June 1. 

From the Cincinnati General Hospital, the Children’s 
Foundation and the Craig-Yeiser Pneumonia Laboratory. a: 

1. Sulkin, S. E.: Epidemiology of Pneumonia, J. Missour! M. A. 3 . 
280-283 (July) 1940. Smillie and Leeder.2 Benjamin, Ruegsess* am 
Senior.2 Smillie.‘ — 

2. Smillie, W. G., and Leeder, F. S.: Epidemiology of Lohar Fne 
monia, Am. J. Pub. Health 24: 129-138 (Feb.) 1934. Cross 

3. Benjamin, J. E.; Ruegsegger, §. M., and Senior, F. A.: | 1130 
Infection in Pneumococcic Pneumonia, J. A. M. A. 112: 112/16 
(March 25) 1939. : 

4. Smillie, W. G.: Epidemiology of Lobar Pneumonia. J. 
101: 1281-1286 (Oct. 21) 1933. 


Hospital Research 


A. M. 4 
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NuMBER 

Pneumococci isolated on admission by culture and 
mouse inoculation of material from the noses and 
‘hroats of patients are recorded in the accompanying 
table, and it will be noted that in no instance was the 
type 1 pneumococcus present at that time. Patients 
| to 6 were given sulfapyridine therapy at the time of 
admission, the level of free sulfapyridine in the blood 
being maintained in all of them at 4 mg. per hundred 
cubic centimeters or higher. They responded well to the 
drug, and their temperatures returned to normal on the 
second to the third day after admission. In all 6 patients, 
however, after a normal temperature for from four to 
five days, fever suddenly developed and signs of further 
pulmonary infiltration were obtained on physical exami- 
nation and confirmed by roentgenograms. With this 
secondary rise in temperature type I pneumococcus was 
obtained from the nose, throat, ear or blood as shown in 
the accompanying table. Patients 1 and 5 experienced 


16 CROSS INFECTION—GELLIS AND MITCHELL 





2581 


of temperature when type I pneumococcus was isolated. 
Patient 7, however, merely had an elevation of tempera- 
ture which lasted twenty-four hours and subsided with- 
out treatment. 

Healthy carriers were apparently not the cause of 
these infections, since inoculation of mice with cultures 
of material from the nose and throat of all nurses, phy- 
sicians, orderlies and maids working in the wards failed 
to recover type I pneumococcus. 

During convalescence of the 9 patients cultures of 
materia! from the nose and throat were repeatedly taken. 
Fourteen days after the initial isolation of type I pneu- 
mococcus from these patients cultures of material from 
the nose and throat of 4 were negative for the organ- 
ism, and by forty-two days those from all patients were 
negative. Convalescence in every case was uneventful. 

The nine instances of cross infection with type I 
pneumococcus cited emphasize the necessity for strict 


Cross Infection with Type I Pneumococcus: Clinical Summary 








Day on Which 
Day After Secondary 
Admission Rise in Tempera- 
Culture of on Which Day on ture Occurred Respiratory 
Material from Tempera- Which Treat- and Type I Source Involvement with 
Diagnosis on Nose and Throat ture Was ment Was Pneumococcus of Type I Type I Pneumococcus 
Case Admission on Admission Chemotherapy Normal Discontinued Was Found Pneumococcus Infection 
1 Bronchopneumonia Pneumococcus Sulfapyridine Second Ninth Sixth Nose and throat Pneumonia, lower 
type XIX lobe of left lung; bi- 
lateral bronchopneu- 
monia 
2 Bilateral broncho- Pneumococcus Sulfapyridine Second Fifth Seventh Nose, throat and Bilateral broncho- 
pneumonia type VI blood pneumonia with 
spread 
3 Bronchopneumonia, No pneumococci Sulfapyridine Second Fourth Ninth Nose and throat Bronchopneumonia 
left lung j with spread 
4 Bilateral broncho- Pneumococcus Sulfapyridine Second Eighth Ninth Nose and throat Bronchopneumonia 
pneumonia type VI with spread 
5 Bronchopneumonia, Pneumococcus Sulfapyridine Third Seventh Seventh Nose, throat and Bronchonpneumonia 
right lung types XIII and blood in right lung, with 
XVI spread 
6 Bronchitis, otitis No pneumococci Sulfapyridine Second Sixth Seventh Nose, throat and Pneumonia, lower 
media blood lobe of left lung 
Pee. peeeidendeecsion Sulfanilamide Ninth Eleventh Twelfth Nose and throat Pharyngitis 
& Repleiis .). Stitieoweman science § aan Stee Twenty-eighth Nose, throat and _—iBilateral broncho- 
blood pneumonia 
o Rermugiey .. 9" ediiittewes ees Ca SC Twentieth Nose and throat Pneumonia, lower 


lobe of left lung 





the secondary rise in temperature while still receiving 
sulfapyridine. This rise occurred one day after the drug 
had been discontinued in patients 4 and 6, while in 
patient 2 it occurred after two days. In patient 3 the 
rise did not occur until five days after chemotherapy 
was discontinued. 

Patients 7, 8 and 9 were exposed to infection with 
type I pneumococcus when patients 1 to 6 were removed 
during their convalescence to the smaller wards. Patient 
7, who was suffering from pyelitis, had been in the ward 
twelve days prior to the rise in temperature which 
accompanied his infection with type I pneumococcus. 
Similarly, patient 8, who was suffering from nephritis, 
had been in the ward twenty-eight days, and patient 9 
had been in the ward for twenty days after an opera- 
ton tor hernia. These 3 patients showed no evidence 


of infection of the respiratory tract on admission, and 
cultures of material from the nose and throat which 
yielded type I pneumococcus were taken because of the 
“uspicion that the infection was spreading in the ward. 
of Nocntgenograms of all patients, with the exception 
ra “~ » Showed either pulmonary infiltration or 

“© In previous infiltration at the time of the rise 


isolation technic in the care of patients with pneumo- 
coccic pneumonia. From our experience and from the 
results of previous studies it would appear that pre- 
cautions regarding isolation should not be terminated 
when the patient is apparently convalescent but should 
be continued until his discharge from the hospital or 
until such time as repeated cultures of material from 
the nose and throat are negative for pneumococci. 








First Laboratory of Experimental Psychology.—Wil- 
helm Wundt (1832-1920), the famous professor of physiology, 
while at Zurich was interested in reflex actions and other neural 
mechanisms, into which he attempted to translate a large pro- 
portion of human behavior. His isotonic curves representing 
muscle tissue under constant excitation have been the starting 
point for many research problems throughout the years. His 
well known classic, Elements of Physiological Psychology, has 
been extended through six editions. He established in 1876 the 
first laboratory of experimental psychology, which became the 
model for many later ones. The second laboratory of this kind 
was organized in 1883 by G. Stanley Hall (1846-1924) at Johns 
Hopkins University—Lewis, Nolan D. C.: A Short History of 
Psychiatric Achievement, New York, W. W. Norton & Co., 
Ine., 1941. 
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USE OF SURFACE ANESTHESIA 
IN THE TREATMENT OF 
PAINFUL MOTION 


HANS KRAUS, M.D. 


NEW YORK 


THE 


This paper describes a method of treatment for 
impaired function when pain is the factor responsible 
for the loss of motion or power. The treatment is 
the application of a surface anesthetic (ethyl chloride 
spray) combined with active motion. 


DEVELOPMENT OF THE TREATMENT 


In 1933 a gymnastic teacher—Heinz Kowalsky— 
suggested that treatment of sprains and pulled muscles 
by immobilization was not satisfactory to active sports- 
men. He said that professional sportsmen had found 
by experience that immediate active motion after any 
such injury provided the quickest cure. He further told 
me that he usually advised his pupils to rub their 
injured joints with alcohol and expose them to live 
steam for a time. Numbness of the joint was said to 
result, and active motion was started as soon as this 
numbness set in. The result of this treatment was 
said to be satisfactory and superior to treatment by 
immobilization. 

I tried the treatment in a few cases of minor sprain 
with success, but in cases of severe involvement when 
the patient lacked energy to undergo this prolonged 
and unpleasant procedure it failed. I then tried other 
readily evaporating liquids and finally adopted ethyl 
chloride, which has been used with success. At first 
only sprains were treated ; later, acute muscular spasms 
due to conditions such as lumbago and acute bursitis of 
the shoulder as well as muscular spasm accompanying 
various chronic conditions, such as sciatica, low back 
pain and pain recurring after old injuries. 

The use of active motion is an essential part of the 
treatment. With more experience in the proper use of 
active motion, better results were obtained. The experi- 
ence thus gained has been published (1935 to 1938) in 
various papers.'. Other authors (Creer,? Cozen and 
Hollombe *) published their experiences with ethyl 
chloride spray in 1939 and 1940. 





INDICATIONS FOR USE 

Experiences recently gained in the fracture division 
of the Presbyterian Hospital have confirmed previous 
observations. Though further research will be neces- 
sary for final conclusions, the following groups of 
cases are considered suitable for treatment by surface 
anesthesia and active motion, if major disturbance of 
the normal anatomy, such as fractures or a complete 
tearing of ligaments, muscles or tendons of the affected 
region are absent: (1) sprains of all joints; (2) acute 
muscular spasm due to lumbago, acute bursitis of the 
shoulder, pulled muscles, and so on, and (3) chronic 
muscular spasm due to “low back pain,” sciatica, 
chronic osteoarthritis, shoulder spasm and the like. 








From the Fracture Service of the Presbyterian Hospital. 

1. Kraus, Hans: <Ausbau funktioneller Behandlung Unfallverletzter 
mit Hilfe aktiver Gymmnastik, Wien. klin. Wehnschr. 46: 594 (May 12) 
1933: New Treatment for Injured Joints, abstr. J. A. M. A. 104: 1261 
(April 6) 1935; Neue Distorsionsbehandlung, Wien. klin. Wehnschr. 48: 
1014 (Aug. 9) 1935; Mitt. d. Volksgesundhsamt., 1936, no. 4; Behand- 
lung acuter Muskelharten, Wien. klin. Wehnschr. 50: 1356 (Oct. 1) 
1937; Behandlung chronischer schmerzrefiektirischer Muskelharten, Wien. 
med. Wehnschr. 88: 294 (March 12) 1938. 

2. Creer, W. S.: Physiotherapy and Orthopedics, Brit. J. Phys. Med. 
2: 50, 1939. 

3. Cozen, Lewis, and Hollombe, B. S.: 
Sprained Ankles, Surgery 8: 468 (Sept.) 1940. 


Ethyl Chloride Spray for 


June 7, 194 


The common symptom treated in these conditions 
is limitation of motion through pain and subsequen: 
spasm. Major changes in anatomy, such as fracture 
or. tears of soft parts, are treated by the usual surgical 
methods. Whenever treatment with ethyl chlorid 
spray gives a negative result, it will be necessary 4 
look for major changes in the anatomy. Thus thi 
technic may be used as a means of evaluating diagnosis 
in cases of impaired function. 


TECHNIC 

The painful region must be determined throug) 
active motion. The direction in which the motion js 
impaired is first determined. Then ethyl chloride js 
sprayed on this area of skin. The patient then starts 
careful active motion of the part involved, in the direc. 
tion in which the motion has been painful and limited 
As the patient carefully increases the movement, ney 
painful areas—which up to this point have been hidden 
through blocked motion—will develop. Those areas 
again have to be sprayed and active motion continued, 

These treatments last from ten to thirty minutes and 
should be performed carefully and well within the 
limits of pain. Immediately after the treatment 
camphor liniment should be applied to the skin, to avoid 
frostbite. 

Immediate normal use of the affected part can be 
allowed in a majority of cases, but excessive strain 
and sudden movement should be prohibited. Patients 
with more severe disorders should be given a rest, but 
all patients should be advised to continue the active 
movements taught them—irom twice a day to once 
every hour—for approximately five minutes. While a 
single treatment will be sufficient in cases of minor 
involvement, patients with more severe involvement 
will have to be treated several times: the first week, 
daily—later, every other day. 

An effective treatment, however, should not call for 
the anesthetic after the second week, whereas active 
motion will have to continue until normal muscular 
power is restored. 

Immobilization after treatment is contrary to the 
basic principle and should, therefore, never be com- 
bined with it. 

RISKS IN THIS TREATMENT 

Excessive use of ethyl chloride spray may result in 
frostbite of the skin. To prevent this, camphor liniment 
or other counterirritants should always be used. 

I have used a spray composed of ethyl chloride with 
camphor liniment and compounds of ethyl chloride 
with various oils with good success. These oils, mix 
with the ethyl chloride and thus used in proportion, 
provide an immediate antidote against irritation of the 
skin. 

A mixture of ether, alcohol, acetone (of each 100 
parts) and camphor liniment (20 parts) applied atter 
the spraying, has been found helpful in aiding the effect 
of ethyl chloride and in acting as a counterirritant # 
the same time. 

Active motion, though absolutely necessary, should 
never be used brusquely or abruptly, in order to avoid 
injuries to the spastic muscles, which would obviate 
the effect of the exercise. 

As previously emphasized, normal anatomy must 
present if this treatment is to be used effect’ 
Whenever this point is neglected, treatment with ethy 
chloride either has no effect or, as with any other treat 
ment when wrongly applied, will cause damage. 
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RESULTS 


In acute attacks the effect of the treatment is amaz- 
ing. Patients who have been disabled by acute sprains 
or acute muscular spasm often regain the full use of 
the affected parts immediately. The pain frequently 
Joes not recur in cases of minor involvement and rarely 
recurs in full intensity in those of more serious involve- 
ment. [wo to four treatments usually suffice to bring 
about, even in more serious cases, a minimum degree 
of discomfort. Thus, in all cases the period of disability 
;; reduced drastically. Atrophy of the muscles involved 
does not develop to the same degree as when immobil- 
ization is employed. Swelling is more readily absorbed. 
Patients treated by this method are less apt to 
sustain the same injury again than those treated by 
immobilization. The same holds true for chronic and 
“rheumatic” conditions, although a longer period of 
treatment is usually required in those cases. 

As a means of aiding in diagnosis and in the evalu- 
ation of roentgenograms, this treatment is of great 
value. Further analysis and experience will be needed 
to establish general rules. 

As compared with the injection of procaine hydro- 
chloride into the muscles and ligaments (Leriche ‘), 
this method shows the following advantages : 

1. Application is simpler. 

2. Repeated application is possible, with less diffi- 
culty and risk. 

3. Large areas can be controlled which otherwise 
would call for the use of vast quantities of procaine 
hydrochloride. 

4. It does not work when fractures or tears are 
present; thus it is less dangerous and more selective. 

5. It is more advantageous in its use as a diagnostic 
means, being more selective. 

6. There is less risk of a local after-effect and no 
general after-effect such as is sometimes seen after the 
administration of procaine hydrochloride. 

7. There is no danger of infection. 


THEORY 


Payr ® described the “chain effect of painful muscle 
spasm.” He described how pain, originating in one 
portion of the sensory motor chain, leads to reflex 
muscular spasm and locking of joints. This chain 
consists of the following elements: sensory nerve, nerve 
center, motoric nerve, muscle and sensory nerve. Pain 
originating in the course of this chain leads to muscular 
spasm. The spasm is in itself painful and leads to 
more spasm. Elimination of pain at any point of the 
chain results in the breaking of the chain and therefore 
in relaxation of the muscular spasm. This may be 
achieved directly by the injection of an anesthetic into 
the muscle, joint, ligament, sensory nerve or spinal 
cord, 

If the pain-free interval is used to restore the muscle 
‘o normal function, the spasm does not recur or recurs 
with much less intensity. Empirically, on the basis of 
this chain, cutaneous anesthesia similarly relieves the 
deep-seated pain in muscular spasm. 

I have no explanation to offer as to how this deep 
ellect of surface anesthesia works. It seems to be a fact, 
but the underlying physiologic explanation presents an 
interesting field for exploration. It must be definitely 
understood that in no case will the ethyl chloride alone, 
without active motion, achieve good results. 
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The considerable shortening of the period of treat- 
ment and the early rehabilitation with restoration of 
normal function make it desirable that this treatment 
should find general application. This is true especially 
in athletic injuries and injuries occurring to laborers 
and to those in the military service. 

36 Central Park South. 


Clinical Notes, Suggestions and 
New Instruments 


VENTRICULAR FIBRILLATION CAUSING SUDDEN 
DEATH OF A PATIENT WITH DISEASE OF 
THE LEFT CORONARY ARTERY 


Ivan Tuompson, M.D., Ocpen, Urtan 


In recent months there have been several articles published 
dealing with various phases of the terminal cardiac mechanism 
in patients suffering from disease of the coronary arteries. 
The presumption is that sudden, unexpected death both of 
patients with angina pectoris and of those with coronary occlu- 
sion is generally due to fibrillation of the ventricles. There 
is evidence, however, that in at least some such cases the 
terminal cardiac mechanism is ventricular standstill due to 
overwhelming, sudden stimulation of the vagus resulting in 
paralysis of the pacemaker. There have been but very few elec- 
trocardiograms recorded at the time of sudden death of patients 
with these conditions. Therefore but little direct evidence is 
available as to the exact terminal cardiac mechanism. 














Fig. 1.—Standard leads: The PR interval is at the upper limit of 
normal, measuring 0.2 second, while the QRS interval is approximately 
0.08 second. Lead 1 shows two premature beats apparently arising im 


the right ventricle, while in lead 2 a short paroxysm of ventricular 
tachycardia is seen. The ventricular rate during this paroxysm is 
variable, and the complexes are of many different shapes. The three 
leads taken as a whole show considerable left axis deviation with 


small Q waves in lead 1 and prominent Q waves in lead 2. 


In a review of the literature on this subject in 1939, Smith 
found 4 published instances of electrocardiograms showing ven- 


tricular fibrillations causing sudden, unexpected death. To the 


list he added a fifth case, this being the first recorded of a 


person who had had an acute coronary thrombosis just a few 
hours previously. 


In November 1940 Goodrich 2 reported the unusual experience 
of observing in one afternoon the terminal cardiac mechanism 
in 2 instances of sudden death from disease of the coronary 
arteries. In 1 case cardiac standstill developed after a period 
of ventricular tachycardia; in the second ventricular fibrillation 
occurred during the period of terminal cardiac activity. Good- 
rich pointed out that the first patient, dying after cardiac stand- 
still, offered further support to the contention of Grieco and 
Schwartz, who in 1938 first demonstrated that ventricular 
standstill might be the cause of death after acute coronary 
thrombosis. Goodrich’s second case, in which the terminal car- 





1. Smith, F. J.: Ventricular Fibrillation as a Cause of Sudden Death 
in Coronary Artery Thrombosis, Am. Heart J. 17: 735 (June) 1939. 

2. Goodrich, B. E., and Needles, R. J.: Terminal Cardiac Mechanism 
in Coronary Artery Disease, Am. Heart J. 20: 637 (Nov.) 1940. 
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diac mechanism was ventricular fibrillation, was the sixth proved 
instance of this type to be reported. 

My purpose in this report is to add the seventh instance 
of proved ventricular fibrillation occurring as the terminal 
cardiac action in a case of disease of a coronary artery. There 
have been numerous patients who have recovered from occlusion 
of a coronary artery and then months or years later have died 
suddenly, unexpectedly and without warning. The case about 
to be reported was such. As chance would have it, an electro- 
cardiograph was connected to the patient at the moment death 
so suddenly and unexpectedly occurred. 


REPORT OF CASE 

F. W. A., a white man aged 66, for many years an employee 
of a railroad in the commissary department, had been seen three 
or four times a year over a period of thirteen years for periodic 
examinations, as insisted on by his employer. The reason for 
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Fig. 2.—Chest lead: ventricular tachycardia with variation in the form 
of the complexes, gradual speeding up of the ventricular rate and final 
termination in ventricular fibrillation. At the beginning of the strip the 
ventricular rate is approximately 215 per minute but toward the end and 
before the complexes become entirely irregular the rate is approximately 
300 per minute. 


these frequent check-ups was mild hypertension; the blood pres- 
sure gradually increased over the thirteen year period to a 
maximum of about 180 systolic and 110 diastolic. The patient 
had always been of the extremely nervous type, had worried 
a great deal and had been especially apprehensive over the fact 
that his company regarded his hypertension seriously e¢nough 
to require a check-up every three months, although this was a 
policy of the company with all such employees. His health 
remained generally good until July 23, 1939, when he suffered 
a cerebral accident while on duty at a company hotel. This 
vascular accident, although not severe, did result in partial 
paralysis of the right arm and leg together with some aphasia. 
His blood pressure the day following the accident was 210 
systolic and 130 diastolic. He was hospitalized for two weeks, 
during which time the partial paralysis promptly cleared up; 
when he was discharged from the hospital the only remaining 
evidence of the cerebral accident was weakness of the right 
arm. His blood pressure on discharge was 150 systolic and 
80 diastolic. 
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On the morning of the seventh day after leaving the hospital 
while still in bed, he was seized with a severe substernal pain 
which radiated to both shoulders and arms and which ae 
accompanied by extreme shock. He was hospitalized immegj. 
ately. .The picture at the time and the subsequent course were 
typical of coronary occlusion; however, no electrocardiograms 
were obtained. He gradually improved, finally being discharged 
from the hospital eleven weeks later. On discharge from the 
hospital he was entirely free from pain, was in good Spirits 
and was ambulatory. He remained quietly at home for the 
next six weeks, although he was able to take short walks 
each day. Seventeen weeks after the coronary accident he wen 
to California for a visit but finding himself dissatisfied ther; 
returned home after about three weeks. After returning he 
complained of some mild substernal pain on moderate exertion 
and became apprehensive and depressed. He was easily fatigued 
and also experienced palpitation at times. 

Because of these symptoms I was asked to examine the 
patient and obtain an electrocardiogram. I called at the patient's 
home about noon on Feb. 2, 1940, which was about twenty-three 
weeks after the coronary accident. He met me at the door 
fully dressed and apparently in the best of spirits. We con- 
versed for about fifteen minutes while the electrocardiograph 
was being arranged and the electrodes connected. The patient 
remarked during this preparation that he had felt considerably 
better for the past several days. From all outward indications 
he seemed to be perfectly well. The three standard leads were 
then taken. While lead 2 was being recorded the string in 
the view box was noted to be acting wildly, but after a rela- 
tively brief period it settled down and leads 2 and 3 were 
completed without incident. 

It took approximately two minutes to change the connection 
in preparation for the chest lead, and during this interval the 
patient related an interesting experience he had had. When 
the recording of the chest lead was started the string again 
was noted to be wild in its action. The radial pulse was not 
readily palpable. On my placing a stethoscope over the patient's 
precordium the wild action of the string was readily accounted 
for. When asked if he was feeling all right he stated that 
except for a sense of palpitation he felt fine. The record was 
left running for a total of two minutes and twelve seconds. 
Near the end of the period the patient rose halfway up in 
bed as a result of a convulsive movement and then fell back 
on the pillow obviously dead. He did give one or two slight 
gasps afterward, but there were no other movements of any 
kind. Artificial respiration, stimulants and intracardial injec- 
tions of epinephrine were given, with no response whatever. 

The convulsive movement is recorded near the end oi the 
lead 4 strip by the string wavering over the film. Whether 
or not the last heart beat is recorded is doubtful. The electro- 
cardiograph was turned off four fifths of a second after the 
last deflection of the string ; however, in the confusion resulting 
from the unusual turn of events, one of the electrodes may have 
been unwittingly disconnected. It seems apparent that the string 
should have been photographed on the remaining strip as 4 
straight line if no cardiac action was occurring rather than 
being abruptly terminated as the tracing shows. This poit 
is of relatively small importance, however. 

An autopsy was performed by Dr. G. W. Schelm. The 
cardiac changes alone were of importance. The heart weighed 
445 Gm. There were multiple areas of healed infarction over 
the lateral and posterior surfaces of the left ventricle. The 
coronary vessels were dissected out completely. The right 
vessel and its branches were found patent throughout, and the 
wall of the vessel showed only an occasional patch of athero- 
sclerosis. The left coronary artery was tortuous and greatly 
thickened. The lumen was completely or nearly completely 
obliterated in several places. The vessel had been completely 
occluded 2.5 cm. from its ostium, and recanalization through 
the obstruction had subsequently occurred. There was 1° 
evidence of a fresh thrombosis. 

COMMENT 

As shown by autopsy, this patient had had 
occlusion with healed myocardial infarction which apparem®? 
had occurred six months before. He had recovered sufficiently 
from this so that he was ambulatory, although his condition 
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was such that he was not able to return to work. His cardiac 
~ymptoms for the few weeks preceding his death were those 
¢ coronary insufficiency ; however, the mental symptoms of 
nervousness, fear and depression dominated the clinical pic- 
wre. Figure 1 shows the standard leads, which, although not 
yj normal pattern, failed to reveal the imminent catastrophe. 
it will be noted in lead 2 that ventricular tachycardia was 
established for a short time but immediately reverted to normal 
sinus rhythm. It is possible that the attacks of palpitation 
complained of were due to the occurrence of ventricular tachy- 
cardia. 

It is unfortunate that the lead 4 strip was not started a few 
sconds before, at which time it might have recorded the 
transition from the normal sinus rhythm to the fatal arrhythmia. 
Lead 4 is one continuous strip taken over an interval of two 
minutes and twelve seconds. It will be noted that during most 
of this period tachycardia of ventricular origin was present. 
This finally changed into ventricular fibrillation, which was 
the terminal cardiac mechanism. 


SUMMARY 

In the case here reported, there were present clinical features 
and postmortem evidence of advanced disease of the left coronary 
artery, thrombosis and healed infarction. Death occurred sud- 
denly and unexpectedly because of the establishment of ven- 
tricular fibrillation. This is the seventh such case to be reported 
in the literature. It is the first of its particular kind recorded. 


2404 Washington Avenue. 





Special Articles 


RECOMMENDATIONS FOR A VENEREAL 
DISEASE CONTROL PROGRAM 


IN STATE AND LOCAL HEALTH DEPARTMENTS 


R. A. VonperLteuHR, M.D., AssistANT SURGEON GENERAL, 
U. S. P. H. S., Wasnineton, D. C., CHAIRMAN; 
Herman N. Bunpesen, M.D., Cuicaco; JosepH EARLE 
Moore, M.D., Battrmore; N. A. Netson, M.D., Boston; 
P. S. Petouze, M.D., PHiLapELpH1A; WiLi1AM F. Snow, 
M.D., New York; Joun H. Stokes, M.D., PHILADELPHIA; 
U. J. Wire, M.D., ANN Arspor, Micu., AND Lipa J. 
Usitton, M.A., Statistician, U. S. P. H. S., Wasu- 
IncToN, D. C. 


More than five years ago an Advisory Committee 
to the U. S. Public Health Service described plans for 
venereal disease control work in health departments 
throughout the United States.t Since that time a broad 
program of federal aid has been developed to supple- 
ment state and local facilities for the control of the 
venereal diseases. In the ensuing years, material 
progress has been made in the control of syphilis. 
Some advance has been made against gonorrhea, but 
it seems probable that the next few years will see much 
greater progress against this disease when tull utiliza- 
tion is made of modern methods for its diagnosis and 
treatment. There has also been further accumulation 
of knowledge of the public health control of the venereal 
diseases. It therefore seems desirable at this time for 
the committee to reconsider former recommendations 
and to revise plans wherever such revisions seem to 
make possible a more efficient program. 

The report of the committee will be divided into two 
Parts—the first will make only broad recommendations 
pertaining to the control of the venereal diseases; the 
second (in process of publication) will describe those 





R Report of an Advisory Committee to the United States Public Health 
€rvice, Revised April 15, 1941, 

dj 1. Vonderlehr, R. A., and others: Recommendations for a Venereal 

pom Control Program in State and Local Health Departments: Report 

Ve oP i ivisesy Committee to the United States Public Health Service, 
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detailed measures which the committee considers to be 
the most desirable and effective parts of a good pro- 
gram. The general recommendations are made here. 


ORGANIZATION AND ADMINISTRATION 


Venereal disease control work should be the function 
of a separate division in the state or large municipal 
health department. Where this is impracticable, the 
work should be the function of a subdivision with a 
high degree of autonomy in the division of com- 
municable disease control. 

In either case, the program should be directed by a 
venereal disease control officer who has been adequately 
trained in the administrative aspects of this work, who 
gives his entire professional time to the duties of his 
office and who otherwise is qualified as recommended 
by the Surgeon General of the Public Health Service 
after conference with the state and territorial health 
officers.* This health officer should be supported by an 
adequate clerical staff. In health departments serving 
large numbers of people it may be necessary to provide 
additional administrative and technical personnel to 
assist the venereal disease control officer. 

The duties of the venereal disease control officer and 
his staff are (1) a definition of the aims, purposes and 
policies of the venereal disease control program; (2) 
the collection and analysis of morbidity data; (3) the 
establishment of effective cooperation with physicians 
in private practice; (4) the development of cordial 
relations not only with the public but with special 
scientific groups; (5) administrative consultation to 
other units within the health department such as the 
Laboratory Section, the Maternal and Child Health 
Section and the Industrial Hygiene Section; (6) the 
organization and supervision of venereal disease clinics ; 
(7) the organization and supervision of epidemiologic 
and follow-up services for clinics and private physi- 
cians, and (8) study and control of the efficiency of 
venereal disease clinics in terms of contact tracing, 
efficacious treatment and case holding, utilizing for the 
purpose a mechanical statistical system or some other 
equally effective plan. 

In the organization and administration of the venereal 
disease control program the advice and assistance of a 
state or local committee should be sought. This com- 
mittee should be composed of members of the medical 
profession and scientific and technical personnel from 
interested related professions, as well as representatives 
of business and social groups. 


MORBIDITY REPORTS 


The venereal disease control officer should be given 
the responsibility for the collection of adequate mor- 
bidity reports. The morbidity report form should con- 
tain as a minimum the following items: 


. Date of report. 
. Name or initials or identification number of patient. 


. Address of patient. 

. Age or birth date, color and sex of patient. 
. Duration of infection. 

6. Diagnostic classification : 


Syphilis— 
Acquired: Primary. Secondary. 
Early latent (less than four years’ duration), 
Late latent (four or more years’ duration). 
Congenital (specify manifestations). 
Gonorrhea— 
Genital. Eye. Other. 
Chancroid— 
Granuloma inguinale. 
Venereal lymphogranuloma. 


noe 


on & Ww 





2. Proc. Conference State and Territorial Health Officers, 1939, U. S. 
Public Health Service. 
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7. Laboratory confirmation of diagnosis (dark-field, blood, 
smear, culture, Frei test, or intracutaneous test for chancroid, 
reported as positive, doubtful, negative or not done). 

8. Information concerning amount of previous treatment. 

9. Statement as to whether or not patient with syphilis is 
pregnant at time of beginning treatment (if pregnant, months 
pregnancy has advanced or the expected date of confinement). 


In those areas in which facilities exist to provide 
the treatment source with contact tracing and case 
holding service, stubs should be included on the mor- 
bidity report form for requesting this service. Items 
on such stubs should be as follows: 

I. Discontinued Treatment Notice——1l. Patient identification 
(name, address, age, color, sex). 2. Disease and date of infec- 
tion. 3. Amount of treatment before lapse. 4. Date of last 
treatment. 5. Date and result of last laboratory report. 6. 
Identification of treatment source and signature of physician 
or administrative officer. 

II. Section on the morbidity report form for epidemiologic 
investigation providing space for the names, addresses, rela- 
tionship, and age of all familial or extrafamilial contacts within 
the preceding sixty days. When these data are not available 
for extrafamilial contacts, space should be available on the 
form for a brief description of each such contact. 


The state health department should provide, dis- 
tribute and collect morbidity reports without expense 
to the physician and with a minimum demand on his 
time. If possible, use should be made of these reports 
to establish incidence and prevalence data for the 
venereal diseases and to indicate the trend of these 
infections. The physician in private practice who sub- 
mits the reports should be advised of the observations 
that are made as a result of the study of these forms. 


LABORATORY SERVICE 

Adequate and universally available laboratory service 
for dark field examinations and serologic tests for 
syphilis and for microscopic and cultural examinations 
for the gonococcus are essential in the control of these 
diseases. This laboratory service should be available 
without charge on the request of any licensed physician 
without the requirement that the patient from whom 
the specimen is taken be certified as to indigency. 

There should be at least one state laboratory which 
may be supported by as many branch and local labora- 
tories as the demand for service may require. Under 
certain circumstances, approved private laboratories 
may be subsidized instead of organizing new branch 
laboratories. When such private laboratories are util- 
ized, the cost per test of performing the laboratory 
work should not exceed the prorated cost in the central 
state laboratory. 

The recommendations of the Committee on Evalu- 
ation of Serodiagnostic Tests for Syphilis in the United 
States should be accepted as standard for the collection 
and transportation of specimens, the efficiency of per- 
formance of serologic tests for syphilis and the method 
of reporting results. A satisfactory plan for the intra- 
state study of efficiency of performance of serologic 
tests for syphilis was approved by the Committee on 
Evaluation of Serodiagnostic Tests for Syphilis during 
the Assembly of Laboratory Directors and Serologists, 
held at Hot Springs National Park, Ark., in the autumn 
of 1938.° 

Every public venereal disease clinic should be 
equipped for direct dark field examination for the 
detection of Spirochaeta pallida as rapidly as clinic 
physicians or technicians can be trained in the recog- 





3. The Serodiagnosis of Syphilis, supp. 9 to Ven. Dis. Inform., U. S. 
Public Health Service, 1939, p. 87. 
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nition of this organism. The indirect method of dark 
field examination is urgently needed in many parts of 
the country as an aid in the diagnosis of seronegative 
primary syphilis, but this method has not as yet been 
demonstrated on an extensive scale to be an effective 
practical method for the detection of Spirochaeta pallida, 
Further intensive study of the indirect method is neces. 
sary not only because of its potential value to genera] 
practitioners in rural areas but also because of the 
dearth of physicians and technicians trained and experi- 
enced in direct dark field technic. 

Every health department laboratory and clinic should 
be equipped for the examination of smears to detect 
the gonococcus. Only the Gram stain or a modification 
which has been approved by some competent authority 
in bacteriology should be used in making this micro- 
scopic examination. 

Improved technics for the cultivation of the gono- 
coccus make it important for all health department 
laboratories to provide this service unless some empiric 
chemotherapeutic scheme for the control of gonorrhea 
can be applied after symptomatic cure has been attained, 
Such cultures should also be made available in all 
venereal disease clinics as rapidly as circumstances 
will permit. 

TREATMENT FACILITIES 

Eligibility of Patients for Medical Care by the Health 
Department.—Clinic service without cost should be pro- 
vided for (a) the diagnosis and emergency treatment 
of all persons who apply; (2) all patients referred by 
private physicians either for continued treatment or for 
consultation, and (c) all patients unable to pay for 
private medical care. Since the venereal diseases con- 
stitute a nationwide problem, it is essential that non- 
resident and transient persons be as eligible for clinic 
service in the community as are residents of that com- 
munity. The integration of the work of various public 
and private agencies for the treatment of the venereal 
diseases is a major problem for the venereal disease 
control officer. To win the enthusiastic cooperation 
and acceptance of modern standards for the control of 
the venereal diseases from hospitals and groups who 
feel no need for public funds and have little desire to 
accept public guidance should be as much an objective 
of the campaign as to purchase such cooperation from 
clinics and groups eager to supply it in exchange tor 
subventionary funds for equipment and personnel. 

Clinics.—Clinics should be located so as to be easy 
of access and of maximum convenience to the popula- 
tion of the areas which they serve. The number of 
clinic sessions should be such as to meet the needs ot 
the area without overcrowding or unreasonable delay. 
Night sessions should be held in sufficient number and 
at such hours as may be necessary to prevent economic 
loss to employed patients. 

Clinics should be held in clean, well lighted and well 
ventilated rooms, so located and arranged as to offer 
privacy but not to imply isolation or segregation. The 
physical arrangements should be such as to insure com- 
plete privacy in history taking, physical examunation 
and the administration of treatment. Adequate waiting 
rooms should be provided together with the necessary 
toilet facilities. 

The equipment of the venereal disease clinic may 
be relatively simple if it is part of a polyclinic. If it's 
an ad hoc clinic the minimum diagnostic equipment 
should include an ordinary and a dark field microscope, 
blood pressure apparatus, stethoscope, ophthalmoscop® 
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vaginal speculum and the necessary stains and reagents 
for the examination of microscopic smears and of the 
urine. ‘ : 

The clinical records for male and female patients with 
sonorrhea recommended by the American Neisserian 
Medical Society in cooperation with the Public Health 


Service have this Advisory Committee’s endorsement. 


In addition, this committee has prepared for use in 
clinics standard record forms for patients with syphilis. 

The Subcommittee on Venereal Diseases of the Com- 
mittee on Chemotherapeutics and Allied Subjects of 
the National Research Council has recommended for 
use of the Medical Corps of the Army and Navy and 
of the Public Health Service a standard nomenclature 
for syphilis, and it is urged that this nomenclature be 
adopted by all clinics cooperating with state and local 
health departments. 

The minimuni clinic personnel should consist of a 
qualified physician who will serve as director and 
clinician in charge, a qualified nurse to assist the 
physician in the technical aspects of clinic operation 
and a clerk to keep the clinic records and prepare 
statistical reports pertaining thereto. In larger clinics 
additional clinicians, nurses and clerks should be 
employed to insure effective work as the attendance 
increases. To this fixed intramural personnel there 
should be added an adequate field follow-up service, 
as discussed in the section on case finding and case 
holding. The medical and nursing personnel in the 
clinic and the follow-up personnel should possess the 
qualifications described by the members of the Confer- 
ence of State and Territorial Health Officers.* 

Standard schemes of treatment should be adopted by 
clinics for all patients with early and latent syphilis 
and syphilis in pregnancy, and gonorrhea in male and 
female patients. These standards have been described 
by the Cooperative Clinical Group * and by the Ameri- 
can Neisserian Medical Society ° working in cooper- 
ation with the Public Health Service and by the 
Subcommittee on Venereal Diseases of the Committee 
on Chemotherapeutics and Allied Subjects of the 
National Research Council. Such schemes should be 
strictly adhered to unless untoward reactions develop. 
Tn rural areas, facilities for the clinical management 
of the venereal diseases may be provided by the use of 
(a) mobile clinics, (b) traveling treatment teams and 
(c) subsidization of private physicians. The mobile 
treatment unit has been demonstrated to be effective 
and economical and to provide adequately for the 
clinical management of the venereal diseases in rural 
communities in which facilities for stationary clinics 
do not exist. It permits at a relatively slight increase 
in cost the more intensive utilization of the services 
ot the minimal clinic team—clinician, nurse and clerk. 
Both the mobile clinic and the traveling treatment team 
render the greatest service in those areas having a well 
organized health department and should operate under 
the administrative control of the local health officer. 
lt is desirable that other public health measures neces- 
saty ior the control of the preventable diseases in 
general be provided both in the mobile clinic and by 
the traveling treatment team. 





. nag a H., and others: Standard Treatment Procedure in Early 
pt aa Ven. Dis. Inform. 15: 149-161 (April) 1934. Moore, J. E., 
20) ae The Treatment of Latent Syphilis, ibid. 13: 317-331 (Aug. 
(Dec eng (Sept. 20), 371-379 (Oct. 20) 389-401 (Nov. 20), 407-412 
Sy hilic i 1932; 14:1-12 (Jan.) 1933. Cole, H. N., and others: 
Opa it Pregnancy, ibid. 15: 83-107 (March) 1934. 
‘ Ag commendations for a Gonorrhea Control Program: Report of 
ig athe. Committee to the United States Public Health Service, Ven. 
* Aniorm. 1931-5 (Jan.) 1938. 
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To determine the efficiency of clinics under the 
supervision of or cooperating with health departments, 
it is necessary that a system for appraisal of clinic 
work be established. This system should account for 
the stage of infection when each patient seeks treat- 
ment, the amount of treatment received, the regularity 
of administration of treatment and the temporary or 
permanent lapse of the patient from the treatment 
schedule. In addition, the system should account for 
the duration of pregnancy when treatment is begun in 
pregnant women and for the thoroughness of treat- 
ment during pregnancy. The effectiveness of the case 
finding program in a given clinic should also be mea- 
sured by accounting for the number of alleged con- 
tacts and the number of such contacts brought in for 
examination and treatment if necessary. The mechani- 
cal system of reporting morbidity, progress of treat- 
ment and control of the venereal diseases is believed to 
be the most effective system for the appraisal of clinic 
work, and it accounts likewise for the reporting of mor- 
bidity in the clinics in which it is operated. 

Hospitalization should be provided at the request of 
the director of the venereal disease clinic for (a) open 
early syphilis in recalcitrant persons, (>) lumbar punc- 
ture, postlumbar puncture reactions, (c) fever therapy 
for neurosyphilis, (d) acute congenital syphilis in 
infants, (e) acute interstitial keratitis when local treat- 
ment is necessary, (f) various forms of late visceral 
syphilis, (g) acute gonococcic pelvic inflammatory dis- 
ease, (1) gonococcic vulvovaginitis in children coming 
from homes where there are other girls and where home 
conditions are poor, (7) gonococcic ophthalmia in any 
age group, (j) gonococcic arthritis and (#) the severe 
acute complications of gonococcic infection such as epi- 
didymitis, prostatic abscess and pelvic abscess. 

Distribution of Drugs.—At least two of the common 
arsenical preparations (one to be an arsenoxide) and 
at least one generally accepted bismuth preparation 
should be distributed without cost to physicians and all 
other medical agencies authorized by law to administer 
such drugs in the treatment of syphilis. At this time, 
the bismuth preparation recommended is bismuth sub- 
salicylate in oil. 

Sulfathiazole should be distributed to every public 
clinic for the treatment of gonorrhea. Purchased in 
quantity, this drug is relatively inexpensive, is very 
efficacious and is essentially devoid of untoward reac- 
tions within the dosage limits necessary to cure the 
patient with gonorrhea. 


CASE FINDING AND CASE HOLDING 


There are two effective methods of case finding: One 
deals with the routine serologic blood testing as a case 
finding device and the other the tracing through epi- 
demiologic investigations of persons who have been 
intimately exposed to patients with communicable syph- 
ilis and gonorrhea. 

Routine serologic blood testing should be encouraged 
by health officers as a valuable method of case finding 
in at least the following circumstances : 


1. In all patients applying for medical care from hospitals or 
private physicians, including especially pregnant women. 

2. In industry, where recognition of syphilis is a valuable 
measure in reducing industrial hazards and insurance losses. 
Periodic blood testing should be encouraged especially in indus- 
tries in which there is a risk of life or injury to the syphilitic 
person or to others, or special need for the protection of 
property. However, blood testing of employees in selected 
industries such as food handlers, domestic servants, barbers 
and beauty parlor operators should not be utilized as an index 











2588 VENEREAL DISEASE CONTROL—VONDERLEHR ET AL. 


of infectiousness for other groups, and the testing of such 
employees is deplorable if they are singled out for undue 
discrimination. 

3. In selected population groups; for example, the entire 
population of a county, not only as a method of individual case 
finding but also as a measure of the extent of the syphilis 
problem in the community. 

4. In enrollees of the Army, Navy, Coast Guard, Civil Service 
and other federal agencies. 

5. In candidates for marriage.® 


In all these categories except the third the blood sero- 
logic test should be part of a general physical exami- 
nation. 

Refusal to submit to a serologic test and physical 
examination in industry should carry no penalty other 
than refusal of employment if such an examination is 
required as a prerequisite of original or continued 
employment. The discovery of syphilis should not 
per se penalize the person by refusal of employment 
or dismissal from employment. 

The venereal diseases belong in the category of com- 
municable diseases, and every new patient admitted to 
a treatment service offers a double challenge in case 
finding and case holding. If the infection is a relatively 
recent one, the search for its origin and for infections 
which may already have been transmitted by the patient 
to others should be begun at once. If the infection is 
an old one and the chance for finding extrafamilial 
contacts is remote, nothing less than full investigation 
of the patient’s familial contacts should be considered 
adequate. 

Case holding is essential if the infection is to be kept 
under control until the patient is cured. It is useless, 
however, to employ a case holding staff if the funda- 
mental causes of neglect of treatment are ignored. 
Some of these are: 


1. Failure to explain to the patient the nature of the infection 
and the importance of treatment in controlling communicability. 
2. Failure to take into account the patient’s economic prob- 
lems and his ability to pay for private treatment. 
3. Transportation difficulties in attending inconveniently 
located clinics. 
Rough or discourteous handling of the patient in the clinic. 
Lack of privacy in the clinic. 
. Dirty, crowded and unattractive clinic quarters. 
. Poor therapeutic technic which causes the patient pain and 
may result in untoward reactions. 


Non 


“J 


Contact tracing and case holding may be performed 
by follow-up workers employed by the venereal disease 
clinic or by the health department. In either case, 
complete cooperation should be established to render 
the interviews in clinics most effective and to provide 
the health department with epidemiologic information 
necessary to insure the location of the contact or the 
defaulting patient. The competent follow-up worker 
should serve with such efficiency that it is necessary to 
bring formally to the attention of the health department 
only those patients or contacts who are noncooperative. 
The follow-up worker of the health department when 
assigned to epidemiologic work in clinics or for private 
physicians should serve as the agent of the clinic or the 
physician and not as the agent of the health department. 

It is immaterial whether the follow-up worker is a 
public health nurse or a medical social worker. Much 
depends on the training and personal and professional 
qualifications of the individual. The minimum qualifi- 
cations for public health nurses engaged in venereal 





6. Two members of this advisory committee (Moore and Nelson) feel 
that for medical, social and political reasons blood testing compulsorily 
required by law is at present unwise in any category of patients. 
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disease epidemiologic investigations have been defined 
by the members of the Conference of State and Ter. 
ritorial Health Officers and are available from the 
Surgeon General of the Public Health Service. 


INFORMATIVE AND EDUCATIONAL PROGRAM 


The informative program among physicians and 
other scientific workers should begin in the medical 
school for the physician and during the undergraduate 
technical collegiate training which the scientific worker 
receives, should be carried on during postgraduate train. 
ing periods and should be applied continuously there- 
after in an attempt to maintain the support of physicians 
in private practice and other scientific workers, [pn 
undergraduate and postgraduate courses in medicine 
and public health, the health officer and physicians 
specializing in the clinical management of syphilis and 
gonorrhea should encourage and promote the teaching 
of the most modern methods for the control and the 
clinical management of the venereal diseases. Those 
medical schools and teaching institutions which are 
especially prepared to train personnel in the control of 
the venereal diseases should be subsidized to make them 
better qualified for the task and to encourage research 
in this special field. 

The health officer should make a special attempt to 
recruit interested and unusually competent personnel 
for service in the venereal disease control division. 
Eligible young physicians from among hospital interns 
should be selected and given postgraduate training in 
sufficient numbers to insure a continuous supply of 
venereal disease control officers in the state. Practicing 
physicians who cooperate with the health department in 
the control of the venereal diseases should also be given 
postgraduate training at public expense. Two types of 
training may be provided: (1) the short review course 
in current diagnostic and therapeutic practice and (2) 
the prolonged intensive training course to qualify the 
physician as a specialist. 

Informative literature should also be provided for the 
health officer and the physician. This material should 
possess the following characteristics: 1. It should be 
interesting, scientific and brief. 2. Reprints should deal 
with special problems of diagnosis, treatment or after- 
care which are frequently met in routine practice. 4. 
Professional groups should receive copies of material 
used in the public educational program in order that 
physicians and other scientific workers may be encour- 
aged to supplement by personal instruction the influ- 
ence of the pamphlets prepared for popular distribution. 

The educational program for the public is of para- 
mount importance in promoting the use of public facili- 
ties made available for the control of the venereal 
diseases. Virtually all mediums of public communi 
cation—the press, radio, motion pictures, lectures, publ- 
cations and graphic material—have been found effective 
in venereal disease education. 

There is incomplete knowledge among health work- 
ers of the principles, practices and results of popular 
education pertaining to the control of the venereal dis- 
eases, as well as to public health in general. The 
Public Health Service has instituted a consultative and 
advisory plan to make available to local health depart 
ments the experience of trained educational workers ™ 
the field of venereal disease control who will collaborate 
with state or local health departments on request. 
Facilities for the production of all types of educational 
materials under the most strict professional standards 








m 


tor 
me 
the 
fol 
tio’ 


tio 
wh 
enc 
the 
It 
pul 
tan 


nur 
pot 
que 
for 


tion 
194¢ 


& 
Pub) 








M. A. 
, 194] 


ined 
Ter- 
the 


Id 


VoLUME 116 
NuMBER < 
of public health, editorial development and graphic 
treatment are also available to states through the Public 
Health Service. These consultation services should be 
utilized fully by state and local health departments to 
maintain a public interest in the control of the venereal 
diseases and to insure an accurate and effective edu- 
cational program. 
PROPHYLAXIS 

Mechanical and local chemical prophylactic measures 
scientifically tested and applied are important factors 
in the prevention of the venereal diseases. Physicians, 
hoth in clinics and in private practice, should recognize 
that the proper use of a good prophylactic agent will 
usually prevent infection, and they should be encour- 
aged to include instruction in the use of such agents 
when the need arises in their practice. 

Particular reference is made to the published report 
of the Joint Committee on the Chemical and Mechanical 
Prevention of Syphilis and Gonorrhea, appointed by the 
American Social Hygiene Association and the Public 
Health Service.? The conclusions expressed in these 
reports are in general regarded as sound. 


PROSTITUTION AND THE SPREAD OF THE 
VENEREAL DISEASES 

As with other communicable diseases, it is essential 
that persons who are actually or potentially infected 
with the venereal diseases should not be permitted to 
make promiscuous and unrestricted contacts which will 
spread the diseases to healthy people. This basic prin- 
ciple of epidemiology applies with the same force in 
the control of the venereal diseases as in the control 
of all other communicable diseases. The members of 
this committee, therefore, deplore the practice of tolera- 
tion and segregation of prostitutes, either clandestine 
or professional, and urge that the proper repressive 
steps be taken by constituted police authorities. All 
health officers should cooperate with and encourage the 
police authorities in their jurisdictions to enforce 
existing laws prohibiting any person from engaging 
in prostitution or such related activities as procuring, 
solicitation and assignation. 

The members of the Conference of State and Terri- 
torial Health Officers adopted comprehensive recom- 
mendations for the repression of prostitution throughout 
the United States. It is urged that all health officers 
follow these recommendations * as a guide in the solu- 
tion of the prostitution problem in their communities. 


THE RELATIONSHIP BETWEEN VENEREAL DISEASE 

CONTROL AND SOCIAL HYGIENE 
_ Social hygiene deals broadly with the study and solu- 
tion of all human sex relationships and adjustments 
which are common in any civilization. It attempts to 
encourage practices which are recognized as good under 
the moral code and to destroy those which are bad. 
It has a very valuable place in the general program of 
public welfare but has a more limited yet very impor- 
tant place in public health. 

All factors which lead to sexual promiscuity increase 
numerically the number of contacts between infected, 
Potentially infected and healthy persons and conse- 
quently are certain to result in an increase in the rates 
for syphilis and gonorrhea. It is therefore recom- 
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mended that all state and local health officers cooperate 
with and encourage the American Social Hygiene 
Association and affiliated local social hygiene societies. 


PRESCRIBING DRUG CLERK AND THE CHARLATAN 


Health officers and competent physicians should dis- 
courage the practice of counter-prescribing by drug 
clerks and the administration of treatment by practi- 
tioners who are not competent and qualified in the 
clinical management of the venereal diseases. Legisla- 
tion to prohibit the administration of treatment by such 
persons should be enacted and governmental agencies 
established which will provide an inspection service 
to prevent such activities. In many states, a satisfac- 
tory inspection service may be organized under the food 
and drug administration of the state in cooperation with 
the state board of medical licensure, the state pharma- 
ceutical board, the state medical and pharmaceutical 
associations and the state department of health. 


VENEREAL DISEASE CONTROL IN THE NATIONAL 
DEFENSE PROGRAM 


The venereal diseases still constitute the most serious 
public health problem in the development of the national 
defense program. Persons in the civilian population 
constitute alternate links in the chain of venereal disease 
infections in the armed forces. It is urged, therefore, 
that all health officers apply the principles set forth 
in the “Agreement by the War and Navy Departments, 
the Federal Security Agency and State Health Depart- 
ments on Measures for the Control of the Venereal 
Diseases in Areas Where Armed Forces or National 
Defense Employees are Concentrated.”® This agree- 
ment was approved by the members of the Conference 
of State and Territorial Health Officers in May 1940. 


FINANCING THE VENEREAL DISEASE CONTROL 
PROGRAM 


The proportion of state and local health department 
funds to be allotted for the control of the venereal 
diseases should be sufficient to secure adequate protec- 
tion of the public against the spread of these diseases 
by infected persons and to provide proper treatment, 
skilled medical care and maximum privacy for the indi- 
vidual patient. The responsibility of providing public 
funds lies with the state, the local and the federal 
governments. Both state and local appropriations, 
therefore, should be made available to supplement the 
federal funds which are allotted for this purpose. The 
Public Health Service should maintain its matching 
requirements at such a level that both state and local 
aid will be necessary throughout the country. 

The Venereal Disease Control Act of May 24, 1938 
requires that allotments be made to the several states 
on the basis of (a) the population, ()) the extent of 
the venereal disease problem and (c) the financial need. 
The same factors should be applied by the state health 
officer in the reallotment of funds for the control of the 
venereal diseases within the state. 

Careful consideration should be given to the amount 
of money necessary to develop an optimum program 
for the control of venereal disease in a given commu- 
nity. It is important that the public be informed of 
this need if it is to support the appropriation of funds 
by legislative bodies for effective and economical use 
by the health department. 
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This special article is published under the auspices of the 
Council on Pharmacy and Chemistry. It is one of a series which 
will be published in book form as the second edition of “Glandu- 
lar Physiology and Therapy.” The opinions expressed in this 
article are those of the authors and do not necessarily represent 
the views of the Council —Eb. 


Epinephrine has been studied extensively as a physio- 
logic and as a pharmacologic agent. The subject has 
wide ramifications, and only what appear to be the most 
significant findings can be discussed in the space 
available. 

ISOLATION OF EPINEPHRINE 

The staining reactions described by Vulpian (green color with 
ferric chloride) and by Henle (brownish yellow color with 
dichromates) offered the first evidence for the presence in the 
medulla of the adrenal gland of a substance absent from most 
other tissues. Following the observation by Oliver and Schafer 1 
of the remarkable pressor effect of extracts of the adrenal 
medulla, intensive efforts were made to isolate the blood 
pressure-raising principle. Takamine? and Aldrich? isolated 
the free base, while Abel * reported the isolation of a crystalline 
substance, which was later shown to be a benzoyl derivative 
formed during isolation. The name “epinephrine,” proposed 
by Abel for this derivative, was subsequently adopted as 
“official” for the natural substance. The term “adrenalin” is 
still trademarked in this country. 

The correct empiric formula was determined by Aldrich 5 
and eventually shown, through the efforts of many workers 
and synthesis by Stolz ® and by Dakin,’ to represent the follow- 
ing structure. 

HO 
—CH—CH2—NH 
OH dur 


INNERVATION OF MEDULLARY CELLS 


It has been known since the work of Elliott,’ and his work 
has since been repeatedly confirmed, that the innervation of 
the adrenal medulla is of the preganglionic type, a finding 
consistent with the view that the medullary cells are modified 
ganglion cells. Recent work by Young ® confirms the essential 
absence of postganglionic fibers in the adrenal medulla (cat) 
and emphasizes the large number of roots which send fibers 
to the medulla; these fibers arise from at least the sixth 
to the sixteenth segment of the spinal cord and pass without 
synaptic interruption to the cells they innervate. The greater 
splanchnic nerve conducts the majority of these fibers to the 
adrenal gland, where a network is formed in the connective 
tissue; after penetrating the cortex, without innervating it, 
the fibers end in intimate relationship with the medullary 
cells. Young found that each nerve fiber innervates a definite 
number of cells; in this manner units are formed which may 
conceivably be recruited much like the units of voluntary 
muscle. 

Nerve Control of the Secretion of Epinephrine—The pre- 
ganglionic fibers supplying the adrenal medulla, like those to 
the sympathetic ganglions, are of the cholinergic type; i. e., on 
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stimulation they produce a substance pharmacologically jngjs. 
tinguishable from acetylcholine (Feldberg and co-workers 10) 
A liberation of epinephrine from the adrenal medulla can be 
shown to follow a suitable injection of acetylcholine. The 
effects of splanchnic stimulation and of the injection of acety}. 
choline are greatly increased by a previous injection of physos. 
tigmine, a drug known to inhibit the enzyme (esterase) 
responsible for the inactivation of acetylcholine. After the 
injection of physostigmine, acetylcholine when perfused through 
the isolated adrenal gland increases considerably the output of 
epinephrine (Heard and Welch !"). 

The adrenal medulla, like the sympathetic ganglions, is yoy 
paralyzed by atropine in small doses. Nicotine, however, the 
typical effect of which is to paralyze all autonomic ganglion; 
after transient stimulation of them, causes the adrenal medulla 
to fail to respond to splanchnic stimulation, after a shor 
period of augmented secretion of epinephrine. 

An increased discharge of epinephrine from the adrenal 
medulla has been demonstrated under a variety of conditions, 
among which may be mentioned stimulation of sensory nerves, 
States of fear and rage, muscular activity, asphyxiation, hemor- 
rhage, hypoglycemia, application of excessive heat or cold and 
administration of convulsant drugs (strychnine, picrotoxine), 
inhalation anesthetics (chloroform and ether), morphine (in 
cats and dogs) and histamine (for literature, see Trendelen- 
burg !*). In many of these cases the epinephrine content of 
the adrenal medulla (which represents a balance between the 
rate of new formation and the rate of discharge) is found 
to be diminished. 

Sectioning of the splanchnic nerves, the principal efferent 
arm of the reflex arc, abolishes or greatly diminishes the dis- 
charge of epinephrine. The central connections, however, are 
not definitely known. Stimulation of certain hypothalamic areas 
is followed by an increase in secretion of the hormone, as 
well as by other manifestations of sympathetic hyperactivity. 
The prolonged hyperglycemia and hyperlactacidemia which fol- 
low the piqure of Claude Bernard are due in large part to 
liberation of epinephrine from the adrenal medulla. 

Whether there is a basal rate of secretion of epinephrine 
has perhaps not been unequivocally established, but it is prob- 
ably safe to conclude that so long as nerve impulses reach 
the medullary cells epinephrine is liberated. The physiologic 
signficance of such secretion of epinephrine appears to be 
small, since denervation of the adrenals or even complete 
sympathectomy does not lead to notable functional disturbances 
under normal environmental conditions. The increased discharge 
of epinephrine under conditions of stress is regarded by Cannon 
and his school!* as an emergency function; it serves to rein- 
force the activity of the sympathetic nervous system and causes 
a variety of circulatory and metabolic adjustments which (by 
a priori reasoning) are assumed to be useful to the organism. 

The evidence presented may be summarized by saying that 
the adrenal medulla consists of modified sympathetic ganglion 
cells under the control of cholinergic preganglionic fibers aris- 
ing in the thoracicolumbar portion of the spinal cord, and 
that secretion of epinephrine is normally dependent on the 
degree of activity of these fibers. 


SYMPATHOMIMETIC ACTION OF EPINEPHRINE 

The action of epinephrine on a given tissue may be inhibitory 
or excitatory; it is identical, however, with the effect produced 
by stimulation of the sympathetic fibers supplying the tissue, 
provided the fibers are of the adrenergic type, i. e., on stimu: 
lation, produce an epinephrine-like substance.15 A change ™ 
the effect of sympathetic stimulation—for example, from 2 
inhibitory effect on the uterus of the nonpregnant cat 10 
an excitatory effect in the pregnant animal—is paralleled by 
a similar change in the response to epmephrine. Some ©! 
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15. Some sympathetic fibers, e. g., those innervating the sw 
of some species, are cholinergic, and the effect of their stim 
therefore “mimicked” by the injection of acetylcholine chloride 2” 
that of epinephrine hydrochloride. 
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the more important “sympathomimetic” actions of epinephrine 
are represented in constriction of arterioles, acceleration of 
the heart rate, contraction of the radial muscle of the iris 
and of the nictitating membrane, salivary secretion, relaxation 
»{ bronchial musculature, inhibition of the small intestine and 
inhibition of the uterus and bladder (in certain species). 

When the sympathetic fibers supplying smooth muscle or 
other tissues are cut and sufficient time is allowed for degenera- 
sion of the peripheral segments, the action of epinephrine is 
not abolished; 18 this indicates that epinephrine does not act 
on the nerve endings of these fibers. It is incorrect to conclude, 
however, that epinephrine acts directly on smooth muscle fibers ; 
a number of drugs act in this manner (for instance, barium 
ions), but their effect does not parallel that of sympathetic 
stimulation. Elliott17 suggested that the union of the sympa- 
thetic nerve fiber with the muscle fiber causes the development 
of a special structure, the “myoneural junction,” which is 
neither nervous nor contractile but which renders the associated 
cell peculiarly sensitive to epinephrine. When this structure 
has once developed as the result of innervation,! it remains 
intact despite denervation and the cell retains its sensitiveness 
to epinephrine. Clark 19 has shown that the amount of epineph- 
rine taken up by isolated tissues when a measurable effect 
is produced is so small that only a small fraction (less than 
| per cent) of the cell surface could be occupied. This leads 
to the concept that epinephrine acts on certain specific receptors 
in the cell, which (in the case of smooth muscle) are in intimate 


‘relation with the contractile mechanism. 


Transmission of Nerve Impulses—It is generally assumed 
that there exists discontinuity between the termination of the 
nerve fibers and the muscle cell, and the question arises how 
stimulation of sympathetic nerve fibers can produce the same 
effect as epinephrine. Two theories have been proposed for 
the transmission of nerve impulses, one electrical and the other 
chemical; only the latter, which had its inception in the work 
of Loewi,2° is within the scope of this review.?! 

According to the humoral transmission theory, an epinephrine- 
like substance is liberated at the termination of the sympathetic 
“adrenergic” fibers. This chemical mediator (which seems to 
be identical with epinephrine) reaches the receptor mechanism 
of the cell by diffusion; there it combines with a specific 
substance E if the effect is excitatory and with a specific sub- 
stance I if the effect is inhibitory. Cannon and his school 2? 
have shown that the products of these combinations, “sympathin 
E” and “sympathin I,” may escape from the ‘site of their forma- 
tion and be carried by the blood stream to distant tissues, where 
they produce effects which differ from each other and from 
effect of epinephrine. For example, sympathin E released 
by stimulation of the hepatic nerve fibers has a pressor action 
and causes contraction of the nictitating membrane but, unlike 
epinephrine, produces no significant pupillary dilatation or relax- 
ation of the uterus of the nonpregnant cat. Certain drugs 
(ergot alkaloids, yohimbine and synthetic dioxane derivatives), 
which abolish the pressor effect of epinephrine have little effect 
on the rise in blood pressure produced by sympathin E (released 
as the result of stimulation of hepatic or lumbar nerve fibers). 
It has been shown recently that stimulation of sympathetic 
nerve fibers supplying the rabbit ear results in liberation not 
only of an epinephrine-like substance but also of a compound 
closely resembling histamine,2 both detectable in the venous 


; 16, As a matter of fact, it is greatly increased. When one eye is 

eympathetically denervated and the other kept as a control, doses of 
eg injected epinephrine hydrochloride which dilate the pupil 

- the denervated eye have no effect on the normal eye. Denervated 

Ppa me (eye, heart, blood vessels) have been used as sensitive indicators 
= increased discharge of epinephrine from the adrenals. 
<4 Eiiott, T. R.: J. Physiol. 32: 401, 1905. 

nme : is of interest that placental vessels, which have no nerve supply, 
‘Than to epinephrine and acetylcholine very weakly. This supports 

ate idea of the development of a special receptor substance under 
Aw nce of innervation. 

Wil : Clark, A. J.: The Mode of Action of Drugs on Cells, Baltimore, 
iam Wood & Company, 1933. 

ne Loewi, O.: The Humoral Transmission of Nervous Impulse, in 

me Lectures, 1932-1933, Baltimore, Williams & Wilkins Company, 
2 ‘ - ° ° 

ae may be pointed out that these two theories are not mutually 

— a it 1s conceded that the receptor mechanism of the smooth 

specific cell may be stimulated (or inhibited) electrically as well as by a 
7 chemical substance. 

1937, annon, W. B., cited by Rosenblueth, A.: Physiol. Rev. 17: 514, 
23. Lambert ‘ : 

Med. 44: 238° ae and Rosenthal, S. R.: Proc. Soc. Exper. Biol. & 
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blood of the ear. This suggests that the “sympathin E” and 
“sympathin I” effects may conceivably be resultants of the 
release of more than one pharmacologically active substance. 
When adrenergic nerve trunks are stimulated in vitro, 
an epinephrine-like substance diffuses into the surrounding 
medium (Lissak 24). Several authors who found an epinephrine- 
like substance in extracts of various tissues probably obtained 
this material from the adrenergic fibers contained in the 
tissue, since, as Cannon and Lissak have shown, degenera- 
tion of the sympathetic fibers supplying a tissue (heart or 
liver) results in the disappearance of the sympathomimetic 


Formation of Epinephrine 
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substance. Lissak 26 reported that when the preganglionic 
(cholinergic) fibers of the superior cervical ganglions (cat) 
are cut, there occurs, after a week or two, a disappearance 
of the acetylcholine which is normally present, while a substance 
with the properties of epinephrine remains in the ganglion. 
These observations show that adrenergic neurons are charac- 
terized by the presence of epinephrine (or a substance closely 
resembling this principle in its pharmacologic and chemical 
properties) in cell bodies, axons and their terminations and 
by the liberation of epinephrine during nerve activity. The 
situation is similar to that obtaining in cholinergic neurons, 
in which acetylcholine is the characteristic substance that acts 
on the receptor mechanism of the (muscle or gland) cell. 
However, a collection of specially differentiated cells containing 
acetylcholine and displaying an auxiliary function comparable 
to that which the adrenal medulla bears to the adrenergic 
system has not been demonstrated. 


24. Lissak, K.: Am. J. Physiol. 126: 564, 1939; 127: 263, 1939. 


25. Footnote deleted. 
26. Lissak, K.: Am. J. Physiol. 125: 778, 1939. 
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An integral part of the humoral transmission theory (if it is 
to account for the observed bioelectric phenomena) is not only 
the formation of the chemical mediator but also the inactivation 
of this principle at the site of action. Observations concerning 
the formation, stabilization and destruction of epinephrine will 
be reviewed briefly. 


FORMATION OF EPINEPHRINE 

The most likely precursor of epinephrine (see table, no. 1) 
is phenylalanine (table, no. 2), one of the amino acids known 
to be indispensable at least for growth (rats). The intro- 
duction of two hydroxyls (in positions 3 and 4) into the 
benzene ring is an essential step in the synthesis of epinephrine 
from phenylalanine. The body readily introduces the first 
hydroxyl, converting phenylalanine to tyrosine (table, no. 3), 
but the mechanism of insertion of the second hydroxyl has 
remained obscure. An enzyme, tyrosinase, which has the specific 
property of introducing this second hydroxyl into typrosine, 
converting it to dihydroxyphenylalanine (dopa) (table, no. 4), 
occurs in plants but has not been found in mammalian tissues. 
Recently, however, Arnow 27 has shown that ultraviolet radia- 
tion in vitro converts tyrosine into dihydroxyphenylalanine, a 
reaction which is catalyzed by Fe++ ions (Rothman 28) ; a simi- 
lar reaction in the skin might furnish the necessary precursors 
for the formation of epinephrine, as well as for the formation 
of melanin, the pigment of human skin.2® Heard and Raper,?° 
in a study of the oxidation of N-methyl tyrosine (table, no. 5) 
by tyrosinase, found, in addition to melanin, a small amount 
of pressor substance, the activity of which was increased by 
hydrogenation, suggesting that adrenalone (table, no. 6) had 
been formed. One possible pathway of the synthesis of epi- 
nephrine might therefore be the formation of dihydroxy- 
phenylalanine, the oxidation of the f-carbon of the side 
chain with formation of a hydroxyl group, methylation of the 
amino group and finally decarboxylation. Enzymes responsible 
for these reactions have not been isolated from mammalian 
tissues. Incubation of adrenal medullary tissue with a number 
of possible precursors of epinephrine (tyramine [table, no. 7],34 
phenylethylamine [table, no. 8],°2 dihydroxyphenylethylamine 
(dopamine) [table, no. 9] **) has not, so far, yielded results of 
great value in the elucidation of the synthesis of epinephrine. 


STABILIZATION AND DESTRUCTION OF EPINEPHRINE 

It has long been known that epinephrine is much more 
stable in blood than in Ringer’s solution and that many other 
tissues contain substances which exert a protective action 
on the hormone. Several authors have studied the stabilizing 
effect of amino acids on epinephrine. This is not accomplished 
through the formation of complexes, as was suggested by 
Wiltshire,** but through the amino acids serving as hydrogen 
donors to the quinone of epinephrine (table, no. 10), a portion 
of which is thereby reduced to epinephrine (Welch *5). In 
this manner the rate of destruction of epinephrine is decreased. 
Much more effective than amino acids are glutathione and 
ascorbic acid, two reducing substances which are present in most 
tissues ; they prevent the irreversible oxidation of epinephrine by 
molecular oxygen *5 and by the widely distributed cytochrome— 
cytochrome oxidase system.°* The high concentration of ascor- 
bic acid and of glutathione in the adrenal gland may be related 
to the stabilization of the hormone either in the gland or in 
the blood leaving it. Heard and Welch *! showed that per- 
fusates of the adrenal gland always contain ascorbic acid; in 
such perfusates the pressor activity remains unchanged as long 
as reduced ascorbic acid is present. With completion of the 





27. Arnow, L. E.: J. Biol. Chem. 120: 151, 1937; Science 87: 308, 
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28. Rothman, S.: Proc. Soc. Exper. Biol. & Med. 44: 485, 1940. 

29. The possible relation between the abnormal pigmentation and the 
destruction of the adrenal medulla in Addison's disease has often been 
pointed out. 

30. Heard, R. D. H., and Raper, P. S.: Biochem. J. 27: 36, 1933. 

31. Schuler, W., and Wiedemann, A.: Ztschr. f. physiol. Chem. 233: 
235, 1935. 

32. Devine, J.: Biochem. J. 34: 21, 1940. 
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oxidation of ascorbic acid, the red color of oxidized epinephrine 
appears, followed by a progressive decrease in pressor activity 31 

It is very unlikely that nonenzymatic auto-oxidation oj 
epinephrine represents a mechanism by which epinephrine is 
inactivated in the tissues. In vitro it has been shown that heavy 
metal ions and an alkaline reaction favor this auto-oxidation, 
Ball and Chen *8 showed that there is first formed an extremely 
unstable quinone (table, no. 10); apparently this undergoes 
internal oxidation-reduction and rearrangement to form ap 
unstable indole derivative, called adrenochrome : 3¢ 


o= —_CHOH 
o= dn, 
a al 
i 


CHs 


Various oxidizing agents form adrenochrome or derivatives 
of it (e. g., iodoadrenochrome) from epinephrine. The red color 
which develops in solutions of epinephrine is probably due, 
at least in part, to the formation of adrenochrome, a substance 
which is pharmacologically inactive. Green and Richter °¢ have 
demonstrated the oxidative formation of adrenochrome from 
epinephrine through catalysis by hematin derivatives and by 
the cytochrome—cytochrome oxidase system. Of particular 
significance is the observation that the sympathomimetic 3, 4 
dihydroxybenzene derivatives most rapidly destroyed in vivo 
are also those most rapidly oxidized by this system, which may: 
well be concerned with the physiologic inactivation of epi- 
nephrine.®® 
In addition to this enzyme system which attacks the catechol 
(table, no. 11) portion of the molecule, there is present in 
mammalian tissues another enzyme, amine oxidase,‘ which 
attacks a multitude of amines, converting them to aldehydes 
and ammonia (in the case of epinephring, methylamine is formed 
instead of ammonia). The oxidation of epinephrine by this 
enzyme is apparently not inhibited by reducing substances. 
Ephedrine (table, no. 12), benzedrine (table, no, 13), veritol 
(table, no. 14) (and other substances related to epinephrine, 
with a methyl group attached to the carbon adjacent to the 
nitrogen) are not attacked by this enzyme but are able to 
compete with epinephrine and the sympathetic mediator for 
amine oxidase, thus protecting them from destruction. Gaddum 
and Kwiatkowski #1 demonstrated that epinephrine and the sym- 
pathetic mediator are strikingly potentiated by ephedrine in 
their action on the blood vessels of the rabbit ear and explain 
this effect as due to the inhibition of amine oxidase. In 
agreement with this interpretation are the observations that 
denervation of blood vessels and of the iris, procedures which 
abolish the formation of the sympathetic mediator, greatly 
diminish the action of ephedrine and that the action of ephedrine 
is restored when epinephrine is present in the circulation.” 
Morton and Tainter,** in a detailed study of the action of 
ephedrine on blood vessels, found most of the results com- 
patible with the view that this substance inhibits amine oxidase. 
Richter #4 reported recently that orally administered d-ep'- 
nephrine and l-epinephrine are mainly eliminated as conju- 
gated derivatives in the urine, from which he concludes that 
conjugation with sulfate is the main physiologic process by 
which epinephrine is inactivated in the body. ; 
Several other enzymes are capable of oxidizing epinephrine 
(e. g., catechol oxidase, peroxidase, tyrosinase), but these have 
rarely if ever been found in mammalian tissues. Bacq *° claimed 





37. Addition of ascorbic acid to isolated tissues does not intensify or 
prolong the action of epinephrine, presumably because considerable amounts 
of reducing substances are present in the tissues to begin with. It seems 
necessary to assume that there exists in the tissues a mechanism for the 
destruction of epinephrine which is not inhibited by reducing substances. 

38. Ball, E. é., and Chen, T.: J. Biol. Chem. 102: 691, 1933. 

39. It is of interest that epinephrine can replace flavoprotein as 4 
carrier in certain enzyme systems which reduce diphosphopyridine nucleo- 
tide (e. g., lactic dehydrogenase); this property is dependent on the oxida- 


tion of epinephrine to adrenochrome. ; , 
40. Blaschko, H., Richter, D., and Schlassmann, H.: Biochem. J. 31: 
2187, 1937. ee" 
41. Gaddum, J. H., and Kwiatkowski, H.: J. Physiol. 94:57, oe 
i the 


42. The nictitating membrane seems to be an exception, since eon 
of ephedrine is not abolished by denervation and since ephedrine has only 
a minor effect in prolonging or enhancing the action of epinephrine 
this structure. 

43. Morton, M. C., and Tainter, M. L.: J. Physiol. 98: 263, 1940. 

44. Richter, D.: J. Physiol. 98: 361, 1940. 

45. Bacq, Z. M.: J. Physiol. 92: 28P, 1938. 
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that a catechol oxidase is present in the smooth muscle of 
the uterus, but this has not been confirmed by Lissak #6 and 
others. The evidence available at present points to the cyto- 
chrome—cytochrome oxidase system—and to amine oxidase as 
the enzymes principally concerned with the physiologic inactiva- 
tion of epinephrine. 


RELATION BETWEEN CHEMICAL STRUCTURE 
AND ACTION 

In a large number of investigations, among which those of 
Barger and Dale #7 may be mentioned particularly, it has been 
made clear that nearly all compounds with relatively simple 
substitution of the phenylethylamine skeleton (table, no. 8) 
possess some sympathomimetic action. The role of the various 
croupings may be summarized as follows: The catechol por- 
tion (table, no. 11) of the molecule enables it to undergo 
oxidation to a quinone, with indole rearrangement, adreno- 
chrome formation and loss of physiologic activity. The greater 
stability of many of the synthetic sympathomimetic compounds 
in clinical use may be attributed to the absence of one or 
both of the hydroxyls found on the benzene ring of epinephrine. 

The hydroxyl group on the carbon atom adjacent to the 
benzene ring confers optical activity on the molecule; this 
is of significance since the naturally occurring or 1-epinephrine 
is approximately fifteen times as active as the d-isomer. It 
may be pointed out here that none of the numerous synthetic 
compounds related to epinephrine has a pressor activity greater 
than that of the naturally occurring principle, although some 
possess definite advantages for one or another therapeutic use. 
Another possible role for the hydroxyl group in the side chain 
might be related to ester formation. There is some evidence 
for the presence of a precursor of epinephrine in the adrenal 
medulla, and an ester involving this group might be expected 
to yield epinephrine readily. 

The significance of the methyl group in epinephrine is 
obscure; the pressor activity of the demethylated compound 
(norepinephrine or arterenol [table, no. 15]) differs but little 
from that of epinephrine. Barger and Dale 47 pointed out that 
N-methyl epinephrine-like compounds excel as “inhibitors,” while 
the corresponding unmethylated amines are often superior in 
producing “augmentation.” This has led to the suggestion 
that sympathin E might be norepinephrine, but the results 
obtained by Gaddum and Kwiatkowski‘! do not support this 
view. 

HEMODYNAMIC EFFECTS OF EPINEPHRINE 

The blood pressure response to intravenously injected 
epinephrine hydrochloride is characterized by a very 
short latent period, a dependence of the magnitude of 
the response on the dose (within certain limits) and a 
rapid return to normal. When epinephrine is liberated 
irom the adrenals or when epinephrine hydrochloride 
Is injected intravenously, it must pass through the right 
chambers of the heart, the pulmonary circulation and the 
left chambers of the heart before reaching the systemic 
vascular bed. It is of importance, therefore, that the 
blood vessels of the lung are relatively insensitive to the 
constrictor action of epinephrine and that the coronary 
vessels of the heart are actually dilated by the drug. 
The additional work of the heart during a rise in blood 
pressure could not be sustained without the increased 
oxygen supply that the dilated coronaries afford. Simi- 
larly, the greatly increased flow of blood through a 
working skeletal muscle is not interfered with by 
pressor doses of epinephrine hydrochloride and the flow 
through resting muscle may actually be increased by 
small doses. 

he most intensive effect of epinephrine is on the 
arterioles, which are richly endowed with smooth mus- 
cle supplied with sympathetic (adrenergic) nerves. The 
“onstriction of these vessels, particularly in the splanch- 
nic area, Causes increased resistance to the circulation 
of the blood, as a result of which the blood pressure 





« |issak, K.: Science 87: 371, 1938. 
/. Barger, G., and Dale, H. H.: J. Physiol. 41:19, 1910. 
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begins to rise. In the excised heart epinephrine causes 
an increase in rate and contractility ; in the intact animal 
this effect of epinephrine is less marked, because the 
rising blood pressure, through stimulation of the pres- 
sor receptors of the carotid sinus and the aorta and 
the resultant vagal reflex, depresses the cardiac rate. 
When the pressor reflex mechanism is abolished by sec- 
tion of the vagi or by atropinization, a given dose of 
epinephrine hydrochloride causes a much greater rise 
in blood pressure and acceleration of the heart rate than 
when the reflex mechanism is intact. 

During the abrupt initial rise in blood pressure the 
output of the heart probably decreases ; this is followed, 
however, by an increase in cardiac input and output when 
the blood expressed from the contracted splanchnic area 
and the spleen has reached the left cavities of the heart, 
and by a marked increase in the rate of blood flow. 
As a result of the changes outlined, the circulatory 
system may be said to operate at a “higher level” with 
increases in blood flow, circulating blood volume and 
blood pressure. 

The effect of a single intravenous injection of epi- 
nephrine hydrochloride is of short duration. Continuous 
injection of the drug may be used to maintain blood 
pressure at an elevated level for long periods, the level 
depending on the amount injected per unit of time. 
The minimal rate of constant intravenous injection (in 
milligrams per kilogram per minute) which causes a 
rise in blood pressure is 0.00005 in man, 0.0005 in dogs, 
cats and rabbits and 0.001 in rats (Cori**).*® These 
figures show that the vascular system of man is more 
sensitive to the action of epinephrine than that of other 
species. In the laboratory animals mentioned, subcu- 
taneously injected epinephrine hydrochloride does not 
cause a rise in blood pressure; in man, however, such 
injection of the drug (0.5 to 1 mg.) is generally followed 
by a rise in systolic blood pressure *° (10 to 30 mg. of 
mercury), in pulse rate (10 to 20 beats per minute), 
in minute volume of the heart (20 to 70 per cent) and 
in the volume of respiration (50 to 100 per cent), 
effects which reach their maximum after one-half hour 
and disappear after one to two hours; extrasystoles 
are often noted. 


METABOLIC EFFECTS OF EPINEPHRINE 


The chief metabolic changes which result from the 
administration of epinephrine are increases in blood 
sugar, blood lactic acid and basal metabolic rate. Pro- 
cedures which cause an increased discharge of epineph- 
rine from the adrenals (see a preceding section) lead to 
the same metabolic changes. The maximal rate at 
which epinephrine is discharged from the adrenals dur- 
ing splanchnic stimulation in cats has been shown to 
be 0.003 mg. per kilogram per minute ; ** this procedure 
causes a decided rise in blood pressure. It should be 
emphasized that metabolic changes may be produced in 
unanesthetized dogs, rabbits and cats by intravenous 
injection at the rate of 0.0002 mg. per kilogram per 
minute, i. e., at a rate which does not cause a rise in 
blood pressure. Furthermore, subcutaneous injection 
of epinephrine hydrochloride in these species causes 
hyperglycemia and glycosuria without changes in blood 
pressure. In man, epinephrine hydrochloride injected 





48. Cori, C. F.: Physiol. Rev. 11: 143, 1931. 

49. It should be emphasized that epinephrine hydrochloride when injected 
in doses too small to raise blood pressure may nevertheless cause well 
defined vascular changes; i. e., the vessels of the skin may contract while 
those of muscles are dilated. 

50. The diastolic blood pressure often decreases in man following the 
subcutaneous injection of epinephrine hydrochloride, because of vaso- 
dilatation in certain vascular areas, particularly in muscle. 

51. Cannon, W. B., and Rapport, D.: Am. J. Physiol. 58: 308, 1922. 
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intravenously at the rate of 0.00005 mg. per kilogram 
per minute causes a rise in blood sugar as well as in 
lactic acid and in basal metabolic rate.** In all species 
this rise is detectable a few minutes after the start of 
the injection, continues while the injection is being made 
and slowly subsides following the cessation of the injec- 
tion. The lowest rate of intravenous injection which 
causes a rise in blood sugar also causes a rise in blood 
lactic acid. Within a certain range there is a parallelism 
between rate of injection and magnitude of response. 

A single intravenous injection, even of a large dose, 
produces metabolic changes of only moderate intensity, 
while the same dose when injected slowly during 
two hours causes marked hyperglycemia and hyper- 
lactacidemia. For example, a rabbit responded to a 
single intravenous injection of 0.03 mg. per kilogram 
with a maximal rise in blood sugar of 60 mg. and in 
blood lactic acid of 10 mg. per hundred cubic centi- 
meters; the same dose when injected at a rate of 
0.00025 mg. per kilogram per minute for one hundred 
and twenty minutes (0.03 mg. per kilogram) caused a 
rise in blood sugar of 180 mg. and in lactic acid of 
32 mg. per hundred cubic centimeters. In the latter 
case the conditions are comparable to subcutaneous 
injection, a procedure which, owing to continuous 
absorption of the drug from the subcutaneous depot, 
causes intense and prolonged hyperglycemia in rabbits.°* 
These observations emphasize the fact that epinephrine 
is rapidly inactivated in the body and that a prolonged 
effect is dependent on a continuous supply of the drug. 
Since epinephrine is quite stable in the blood itself, 
this inactivation must occur in other tissues, presumably 
at the site of action of the drug. The liver has been 
shown to be an important organ for the inactivation of 
epinephrine, but rapid inactivation occurs even in 
hepatectomized animals. 

Epinephrine accelerates the rate of enzymatic break- 
down of glycogen in liver and muscle, the end products 
of this breakdown being dextrose in the former and 
lactic acid in the latter case.** The formation of blood 
sugar and lactic acid from glycogen follows a common 
initial pathway, namely : 

glycogen + inorganic phosphate — glucose-l-phosphate (1) 

glucose-l-phosphate — glucose-6-phosphate (2) 

glucose-6-phosphate — fructose-6-phosphate (3) 

glucose + inorganic phosphate fructose-1-6-diphosphate 


lactic acid 
(muscle) 


(liver) 


The first of the aforementioned reactions represents 
a reversible enzymatic equilibrium; it has been shown 
that the direction in which the reaction proceeds (i. e., 
whether it goes to the right or to the left) is determined 
by the relative concentrations of inorganic phosphate 
and glucose-l-phosphate. The second reaction, the 
enzymatic conversion of glucose-1-phosphate to glucose- 
6-phosphate, accelerates the breakdown of glycogen 
by disturbing the equilibrium of the first reaction. In 
liver glucose-6-phosphate is acted on by a phosphatase 
which splits the ester to glucose and inorganic phos- 
phate; in muscle, which does not contain an active 
phosphatase, the ester is converted to lactic acid. 





52. Cori, C. F., and Buchwald, K. W.: Am. J. Physiol. 95:71, 1930. 

53. In hypophysectomized animals the absorption of subcutaneously 
injected epinephrine hydrochloride is so slow that hardly any hypergly- 
cemia occurs; intravenous injection of the drug has the same hyper- 
glycemic action in these animals as in normal animals (Russell, J. A., and 
Cori, G. T.: Am. J. Physiol. 119: 167, 1937). 

54. Ergot alkaloids inhibit glycogenolytic action in the liver but have no 
effect on lactic acid formation in muscle. 

55. Cori, C. F.: Endocrinology 26: 285, 1940. 
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The formation of lactic acid is secondary to the 

accumulation of hexosemonophosphate. When isolated 

frog muscles are immersed in Ringer’s solution con. 
taining epinephrine hydrochloride in a concentration oj 

1: 10,000,000, there occur a decrease in glycogen, ap 

increase in hexosemonophosphate and a corresponding 

decrease in inorganic phosphate ; only a small amount oj 
lactic acid is formed.*® The same changes are observed 
in mammals when epinephrine is injected  subey- 
taneously, except that a greater part of the muscle 
glycogen which is broken down is converted to lactic 
acid. The decrease in the inorganic phosphate of 
the blood which is observed in mammals following the 
injection of epinephrine hydrochloride is due to the 
accumulation of hexosemonophosphate in muscle. The 

drop in serum potassium which takes place, after , 

short initial rise, may also be connected with the 

accumulation of hexosemonophosphate. 

In postabsorptive rats subcutaneously injected epi- 
nephrine hydrochloride caused a decrease in muscle 
glycogen and an increase in hepatic glycogen three 
hours after injection. When the course of this reaction 
was studied, it was found that fifteen minutes after the 
injection of epinephrine hydrochloride the hepatic 
glycogen had decreased, that it reached the original 
level after one hour and that it exceeded the original 
level three hours after the injection; muscle glyco- 
gen, which decreased initially, remained low through- 
out the period of observation. The explanation of 
these findings is that the lactic acid which is formed 
from glycogen in muscle escapes into the blood 
stream and is carried to the liver, where it is con- 
verted back to glycogen. Initially the rate of glycogen 
breakdown in the liver exceeds that of glycogen forma- 
tion, but later this is reversed, so that the end effect of 
an injection of epinephrine hydrochloride is a redistri- 
bution of glycogen, an increase in hepatic glycogen at the 
expense of muscle glycogen.** The same changes in 
the distribution of glycogen, with somewhat different 
time relations, have been observed in rabbits. 

The immediate effect of epinephrine on the blood 
sugar level depends on the content of glycogen in the 
liver. The hyperglycemic response is much smaller 
in animals with low hepatic glycogen than in those 
with large glycogen stores. The maintenance of an 
elevation of the blood sugar level for longer periods 
depends on the supply to the liver of material from 
which new carbohydrate (liver glycogen and_ blood 
sugar) can be formed. Injections of epinephrine do 
not cause increased excretion of nitrogen in the urine, 
which indicates that protein is not the source of the 
newly formed carbohydrate. Balance experiments 1 
normal animals have shown that the decrease in muscle 
glycogen is of sufficient magnitude to account for the 
newly formed carbohydrate in the liver. In depat- 
creatized dogs injections of epinephrine hydrochloride 
cause excretion of a large amount of extra sugar 1n the 
urine, which is largely derived from muscle glycoget. 
One may conclude that epinephrine is able to matn- 
tain an elevation of the blood sugar level partly by 
accelerating the breakdown of liver glycogen and partly 
by accelerating the transformation of muscle glycogel 
to lactic acid, which serves as a source of new carbo- 
hydrate. 2 is 

The mobilization of glycogen by epinephrine is 
importance during hypoglycemia. It has been show? 
that hypoglycemia evokes an increased discharge ° 
57 on, 1934 





56. Hegnauer, A. H., and Cori, G. T.: J. Biol. Chem. 105: 691, 
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epinephrine from the adrenals.*” Animals with dener- 
vated adrenals are hypersensitive to the hypoglycemic 
action of insulin ; convulsions are produced with smaller 
doses and the original blood sugar level is regained 
more slowly than in animals in which the mechanism 
for the discharge of epinephrine is intact. These experi- 
ments demonstrate the participation of epinephrine in 
the regulation of the blood sugar level under condi- 
tions of stress. Under more normal conditions medulli- 
adrenalectomized and sympathectomized dogs are able 
to regulate their blood sugar as efficiently as animals 
that have not been operated on.°* 

Epinephrine increases the oxygen consumption from 
15 to 30 per cent in the fasting, in the postabsorptive 
and in the dextrose-fed animal. In the first the extra 
calories are derived exclusively from oxidation of fat; 
in the postabsorptive animal, in which a mixture of 
carbohydrate and fat is being oxidized, epinephrine also 
increases the metabolism without much change in the 
proportion of the foodstuffs burned. During absorp- 
tion of dextrose in previously fasting rats epinephrine 
actually decreases oxidation of carbohydrate and the 
extra calories are furnished by oxidation of fat. The 
calorigenic action of epinephrine may represent, in part 
at least, the cost of reconversion of lactic acid to carbo- 
hydrate, a process which is known to require energy.** 








Glycogen Carbo- Blood 
Liver in Rest Tissue hydrate Sugar per 
Glycogen of Body Sugar Oxidized 100 Cc. 
COMO scisnnwe — 49 —167 —22 220 —45 
Epinephrine .... + 26 —298 + 8 263 +16 
a ere —141 —188 —47 434 —89 





The elevation of the blood sugar level during epi- 
nephrine action does not signify that oxidation of carbo- 
hydrate is correspondingly increased.*® In man, Conn 
and associates ® found that at a blood sugar level of 
200 mg. per hundred cubic centimeters produced by 
injection of epinephrine hydrochloride, less dextrose was 
oxidized than when no epinephrine was given and the 
blood sugar was 80 mg. per hundred cubic centimeters. 
When the blood sugar was raised to the same level in 
one instance by injecting epinephrine hydrochloride and 
in another by feeding dextrose, twice as much sugar 
was oxidized in the latter as in the former case. Courtice 
and co-workers “ found that in man under postabsorp- 
tive conditions epinephrine hyperglycemia is not associ- 
ated with an increase in oxidation of sugar, and the 
same result was obtained by Dill and collaborators.® 
Lundsgaard and associates ** reported that the increase 
in utilization of dextrose which occurs in a perfused 
hind limb preparation of a dog at a high blood sugar 
level is prevented by epinephrine. ’ 

_ The difference in the action between epinephrine and 
insulin is illustrated in the following experiments, in 
which these substances were injected into rats immedi- 
ately after the completion of absorption of a sugar 


—_——____ 





57. Cannon, W. B.; y ) i : i 
69: 46, 1924 ; McIver, M. A., and Bliss, S. W.: Am. J. Physiol. 
1939 Brouha, L.; Cannon, W. B., and Dill, D. B.: J. Physiol. 95: 431, 
Prin Maps lactic acid formation results in a lowering of the carbon 
sal . combining power of the blood. Experiments in which respiratory 
oe is measured have to be extended to a time when the acid-base 
- “eaggee has returned to the original level; or the proper corrections 
'. te extra carbon dioxide given off have to be made. 

— J. W.; Conn, E. S., and Johnston, M. W.: J. Nutrition 

D: (supp.) 16, 1940. 
gol: Courtice, F. C.; Douglas, C. G., and Priestley, J. G.: Proc. Roy. 
“a London, s. B 127: 41, 1939. 
ae soe D. B.; Johnson, R. E., and Daly, C.: Am. J. M. Sc. 198: 


63. Lundsgz oN; ; . Shand: 
Arch, f Phe hast ee N. A., and Mskov, S. L.: Skandinav. 
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meal.** The changes which occurred during the first 
three hours after the injection are expressed in milli- 
grams per hundred grams of rat. 

Epinephrine, in spite of a raised level of blood sugar, 
has little effect on oxidation of carbohydrate and 
increases mainly the disappearance of muscle glycogen, 
which is partly oxidized and partly converted to lactic 
acid and hence to liver glycogen and blood sugar. 
Insulin doubles oxidation of carbohydrate, and the 
material drawn on is mainly blood sugar derived from 
liver glycogen. The opposite effects of epinephrine 
and insulin on the blood sugar level are clearly reflected 
in the rate at which blood sugar is oxidized in the 
tissues. Insulin enables the tissues to oxidize blood 
sugar at an increased rate, even when the concentration 
is below normal; epinephrine prevents the increase in 
oxidation of blood sugar which is normally associated 
with a rise in the concentration of this sugar. 

Anesthetics, particularly barbiturates, greatly enhance 
the effect of epinephrine on the utilization of blood 
sugar, as shown in the following experiments. Unanes- 
thetized rats metabolized 98 per cent, and when treated 
with epinephrine, 88 per cent, of the dextrose supplied 
them in four hours. During amytal anesthesia 91 per 
cent was utilized, but when epinephrine was injected 
during amytal anesthesia, only 33 per cent was utilized, 
and the rest of the sugar was excreted in the urine.® 
The mechanism by which barbiturates enhance the 
inhibitory effect of epinephrine on the utilization of 
dextrose is not known. 

THERAPEUTIC USES OF EPINEPHRINE 

Extensive use is made of the vasoconstrictor action 
of epinephrine hydrochloride ; the drug is applied locally 
to congested mucous membranes and to bleeding sur- 
faces; it is injected in combination with various local 
anesthetic agents to reduce blood flow through the tis- 
sues receiving the injection and thus to delay absorption. 
This use permits a minimal concentration of the anes- 
thetic compound to be employed, reducing the danger of 
systemic effects; it also prolongs the duration of local 
anesthesia and reduces bleeding following incision. 

Epinephrine usually gives relief in a variety of 
allergic disorders which are thought to be due to the 
liberation of a histamine-like substance; it counter- 
acts the urticaria and other manifestations of serum 
sickness ; it counteracts the acute circulatory disturbance 
(nitritoid crisis) which is sometimes seen following an 
injection of any of the arsphenamines. In cases of 
angioneurotic glottis edema the drug may be life- 
saving. In asthmatic attacks epinephrine usually gives 
prompt relief, due to its dilator action on the bronchial 
musculature. In shock the drug is of little value, and 
may actually be harmful; the arterioles, on which epi- 
nephrine principally acts, are already maximally con- 
stricted as a result of the state of shock, while the 
constrictor action on the dilated capillaries is too feeble 
to displace the blood which stagnates in the splanchnic 
area. 

Spectacular is its occasional successful use in resusci- 
tating persons in whom the heart has apparently ceased 
to beat as a result of drowning, carbon monoxide 
poisoning or accidents during anesthesia. In such cases, 
justifying heroic measures, intracardiac injections of 
epinephrine hydrochloride have sometimes resulted in 
the initiation of cardiac contractions. Epinephrine is 
used in Stokes-Adams disease to increase the idio- 
ventricular rate. 


64. Cori, C. F., and Cori, G. T.: J. Biol. Chem. 79: 321, 1928. 
65. Cori, G. T.: Am. J. Physiol. 95: 285, 1930. 
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Intravenous injections of epinephrine hydrochloride 
are potentially dangerous, particularly in patients with 
hypertension. The sudden rise in blood pressure may 
cause acute cardiac dilatation in a weakened heart; it 
may lead to rupture of atheromatous blood vessels and 
intensify the severity of internal hemorrhages; it is often 
followed by a prolonged period of low blood pressure. 
In animals, paralysis of the central nervous system 
and edema of the lung are terminal symptoms of an 
overdose of epinephrine, and similar symptoms have 
been observed in man. Under certain conditions injec- 
tions of epinephrine hydrochloride have been shown to 
cause fatal ventricular fibrilation; best known of con- 
ditions predisposing to such an occurrence is light 
chloroform anesthesia. 

Most of the desirable systemic actions of the drug 
can be secured by subcutaneous administration ; this is 
safer than intravenous injection, and the action is of 
longer duration. It should be mentioned, however, that 
absorption of epinephrine hydrochloride from subcu- 
taneous tissues may be deficient in persons with failing 
circulation. Massage of the injected area has a marked 
effect on the rate of absorption, as shown by the imme- 
diate blood pressure response. If a prolonged systemic 
action is desired, epinephrine suspended in oil may 
be injected subcutaneously or intramuscularly.®* For 
certain therapeutic purposes, intravenous injection at a 
constant rate (in contrast to single intravenous injec- 
tions) has been used but it requires a special apparatus, 
the addition of some stabilizer to prevent in vitro oxida- 
tion of the drug, and repeated control of blood pressure. 
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CONNELL GAS MACHINE DeLUXE TABLE 
MODEL ACCEPTABLE 


Manufacturer: Connell Division, Ohio Chemical and Manu- 
facturing Company, 1177-1199 Marquette Street, N.E., Cleve- 
land. 

The Connell Gas Machine, DeLuxe Table Model, is designed 
for the administration of inhalation anesthesia by (a) “absorp- 
tion in circuit” or (b) “absorption to-and-fro.” 

Cylinders of gases, D size or smaller, or piped gases under 
low pressure may be utilized in the apparatus. No automatic 
reducing valves are used. Leaks from cylinder to cylinder can- 
not occur. There are yokes for six gas supplies, each with its 
own control valve; two are labeled “oxygen,” two are labeled 
“Filler—He, N-O, CO.” (helium, nitrous oxide, carbon dioxide) 
and two are labeled “Anesthetic—N:O, C2H.:, CsHe’ (Nitrous 
oxide, ethylene, cyclopropane). Three dry flowmeters are 
incorporated; one is for oxygen, reading to 1,000 cc. per minute 
in fine scale and thence to 8 liters per minute on the coarse 
scale, and the second meter measures the “Filler—He, N.O, 
CO.” (helium, nitrous oxide, carbon dioxide). The third meter 
measures the anesthetic agent and has a reversible scale read- 
ing to 800 cc. per minute for cyclopropane on both sides, to 
10 liters per minute on one side for ethylene, and to 10 liters 
per minute on the opposite side for nitrous oxide. From the 
meters, all gases are fed to a common point on the “inspiratory” 
tube of the breathing circuit built into the apparatus. When 
the to-and-fro absorber is used, the gases flow out this “inspira- 
tory” tube by a single hose to the “to-and-fro absorption” unit. 
Very large, unmetered amounts of gases may flow through the 
meters. 





66. Keeney, E. L.: Bull. Johns Hopkins Hosp. 62: 227, 1938; Am. J. 
M. Sc. 198: 815, 1939. 
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When used for carbon dioxide absorption in circuit, thy 
progress of the respired atmosphere is as follows: Expired 
gases leave the face mask by one large tube, pass through a 
one-way gravity type flutter valve, thence through the sod, 
lime-canister, then through another one-way gravity type flutter 
valve through the inspiratory tube and back to the face mask 
A drip-type ether vaporizer is attached to the inspiratory side 
of the circuit near the gas feed, the ether dripping onto a smajj 
plate in the large tube. The breathing bag is attached to the 
circuit between the soda lime canister and the gas feed. Two 
types of breathing bags are provided; one is a pendant bag oj 
about 3 liters capacity, and the other an accordion type bag 
with the gas inlet at the bottom. By means of a rod attached 
to the top of the latter bag and projecting through the top of 
the apparatus, the tidal volume of breathing can be read against 
the scale, marked to 3 liters capacity. The soda lime canister 
is easily changed without interrupting anesthesia by loosening 
a thumb screw holding it in place with the gases shunted around 
the soda lime canister. 

On the expiratory tubing, on the table top, is a blow-off valye 
which can be set for gas escape at 3, 6, 12 or 38 mm. of mer- 
cury pressure. This valve is adjustable by a series of weights. 

Four drawers in the cabinet provide for storage of supplies 
—a spare soda lime canister, wrenches for opening gas cylin- 
ders, and a graduated series of weights which can be placed 
on top of the spirometer (accordion type) bag to exert pressure 
automatically on inspiration (giving pressures equivalent to 
2, 4 and 6 mm. of mercury or combinations thereof). The tub- 
ing between unit and mask is the kink- 
proof type of not less than 2 cm. diameter. 
The Y piece connecting tubing to the 
mask has a shunt which allows the patient 
to breathe air while the mask is being 
fitted to the face withcut loss of gases. 
Two sizes of all rubber masks were sub- 
mitted with the unit, one labeled “child 
size” (having a net dead space of 100 cc.) 
and one labeled “standard size” (having 
a net dead space of 125 cc. when in posi- 
tion on the face). 

For use with to-and-fro methods of 
carbon dioxide absorption, a separate 
coupling and small outlet tube are pro- 
vided which slip onto the “inspiratory” 
outlet. To this, the usual to-and-fro mask, canister and bag 
may be attached. The arrangement of valves makes it unneces- 
sary to plug the “expiratory” outlet. 

Resistance to breathing is in the order of 1.6 cm. of water 
pressure on inspiration and on expiration with the pendant type 
breathing bag in place. With the spirometer type breathing 
bag the resistance to expiration is approximately 2 cm. of water 
pressure, but the weight of the spirometer bag reduces the 
inspiratory resistance to zero. With the graduated series 0! 
weights placed on top of the spirometer bag, the resistance to 
expiration was shown to be increased by the amount of the 
weights used and inspiration facilitated by the same amount. — 

The 600 Gm. of soda lime contained in the canister for circutt 
absorption has a useful life of about six to seven hours betore 
clinical evidence of carbon dioxide excess appears. It must be 
recognized that carbon dioxide absorption units of either circutt 
or to-and-fro types in use today do not reduce carbon dioxide 
in the inspired atmosphere to zero. 

Resistance to breathing in the circuit with the pendant type 
bag is about 35 per cent greater than with Waters’ to-and-tr0 
absorption unit. The resistance to expiration with the spr 
rometer bag is 67 per cent greater than with the to-and-tro 
absorption unit. 

In the hands of the skilled anesthetist, the aforementioned 
gases and their combinations with ether may be efficiently and 
safely administered, provided the usual precautions known to 
skilled anesthetists are employed. 

A comprehensive booklet of instructions, covering the care ° 
the machine and a description of its mechanics, was submitted 

The Council voted to accept the Connell Gas Machine, 
DeLuxe Model, for inclusion on the Council’s list ot accept 


devices. 





Connell Gas Machine, 
DeLuxe Table Model. 
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VACOLITE VACUUM TUBE HEARING 
AID ACCEPTABLE 


Manufacturer: Vacolite Company, 3003 North Henderson 


Street, Dallas, Texas. 
~The Vacolite Vacuum Tube Hearing Aid consists of the 
following parts: 

(a) Combined microphone and vacuum tube amplifier No. 
1073, with a control knob on top of the case and an on-and-off 
contact on the side of the case. The back 
of the instrument carries a slotted screw for 
adjusting the frequency response of the in- 
strument. Instruction sheets submitted with 
the instrument state that setting of this screw 
changes the response. This unit is enclosed 
in a molded bakelite case, 344 by 2% by 1% 
inches, weighing 210 Gm. Control knob and 
connector plug give maximum dimensions of 
414 by 2% by 1% inches. 

(b) A and B batteries incorporated in a 
single cardboard container holds Vacolite 
Audio Battery Supply No. 23, containing 
specially made batteries. Battery replace- 
ments can presumably be secured through 
the manufacturers. Two leads, one from the 
A and one from the B battery, are supplied. The battery unit 
is 454 by 3 by 1% inches over all and weighs 327 Gm. 

(c) Crystal receiver, 4g inches thick by 1 inch diameter. 

The instrument was investigated by the Council in an accept- 
able laboratory. This investigation revealed : 

Battery Drain—The A battery was a single 1% volt cell 
drawing on the instrument submitted 70 milliamperes. The 
B battery voltage was 34 volts and drew 0.70 to 0.80 milli- 
amperes. 

Amplification —The following over-all amplifications at dif- 
ferent frequencies were shown with volume control set for full 
volume : 





Vacolite Vacuum 
Tube Hearing Aid. 








Cycles Per Second 

| 

Frequency 128 256 512 1,024 2,048 4,096 
At normal ear threshold, fre- 
quency control set in extreme 

counter clockwise position.... nil ? 18 44 38 19 db. 


The same, frequency control 
set at extreme clockwise posi- 
rere OS ee nil ? 16 40 36 19 db. 


At approximately 45 decibels 
above normal threshold  fre- 
quency COmtiGl . sadaxeesctoee nil 


? 7 20 24 5 db. 





Electrical and Mechanical Features—Electrically the instru- 
ment seems to be quite satisfactory. It is quiet and not unduly 
sensitive to mechanical shocks. It is not subject to feedback 
squeals with a well fitted earpiece. 

The Council on Physical Therapy voted to accept the Vacolite 
Hearing Aid for inclusion on its list of accepted devices. 


DeVILBISS NO. 147 ELECTRIC STEAM 
VAPORIZER ACCEPTABLE 

Manufacturer: The DeVilbiss Company, Toledo, Ohio. 

The DeVilbiss No. 147 Electric Steam Vaporizer is used to 
supply medicated vapor. It is constructed of aluminum, has a 
flat percolator-type heating unit placed 
under the water compartment, is mounted 
on a base plate having thermoplax feet 
and is insulated to avoid burning the 
lurniture if it boils dry. The unit oper- 
ates on alternating or direct current, 
110-115 volts. 

Cotton is placed in a receptacle in the 
cover of the unit and is saturated with 
medicament. The firm states that steam 
's produced in fifteen minutes and that 
the unit steams one hour and twenty min- 
utes without refilling. 

PF Council voted to accept the DeVil- 
%ISS NO. 147 Electric Steam Vaporizer for 
clusion on its list of accepted devices. 





DeVilbiss No. 147 
Electric Steam 
Vaporizer. 


COUNCIL ON PHARMACY AND CHEMISTRY 2597 


Council on Pharmacy and Chemistry 


REPORTS OF THE COUNCIL 


Tue CouNCcIL HAS AUTHORIZED THE FOLLOWING STATEMENT FOR 
PUBLICATION. Orrice oF tHe Councit. 


ANTIPNEUMOCOCCIC SERUMS 


As soon as the evidence submitted seemed to warrant, the 
Council accepted certain types of antipneumococcic serum; viz., 
types I, II, IV, V, VII and VIII. These were horse serum 
preparations. Subsequently the Council accepted the same types 
of serum as produced in the rabbit. 

The remaining generally recognized types of serum have not 
been accepted by the Council, since adequate volume of clinical 
data had not been submitted to warrant acceptance, though it 
was regarded as possible that ultimately most of the other types 
would be accepted. 

At the annual meeting of the Council in March 1940 the 
situation was again canvassed; as a result it was decided to 
accept type III antipneumococcic serum (rabbit). The evidence 
submitted by one manufacturer (Lederle Laboratories, Inc.) 
indicated that among 91 cases treated with type III rabbit 
serum there were 18 deaths (20 per cent mortality). There 
were no strictly comparable control cases, but among 18 cases 
of type III pneumonia treated without serum there were 11 
deaths (61 per cent). The difference in case fatality rates in 
these series of cases and the evidence presented by clinical 
members of the Council appeared to warrant the acceptance of 
type III antipneumococcic serum (rabbit). As evidence accumu- 
lates for other types, they will be again considered. 





NEW AND NONOFFICIAL REMEDIES 


THE FOLLOWING ADDITIONAL ARTICLES HAVE BEEN ACCEPTED AS CON- 
FORMING TO THE RULES OF THE COUNCIL ON PHARMACY AND CHEMISTRY 
OF THE AMERICAN MEDICAL ASSOCIATION FOR ADMISSION TO NEW AND 
NonorFIciAL REMEDIES. A COPY OF THE RULES ON WHICH THE COUNCIL 
BASES ITS ACTION WILL BE SENT ON APPLICATION. 

Orrice or THE CoUNCIL. 


ANTIPNEUMOCOCCIC SERUM, TYPE III 
(FROM RABBITS).—An antiserum obtained from the blood 
of an animal of the genus Lepus, containing predominantly 
antibodies to type III pneumococcus (Diplococcus pneumoniae). 

Dosage.—Average dose, 20,000 to 100,000 units intravenously. 
The initial and subsequent dosage should be administered in 
such amount and at such intervals as indicated by the condition 
of the patient, according to the judgment of the physician. 
With a large initial dose, fewer units may be curative. The 
Francis cutaneous test (injection of specific pneumococcic cap- 
sular polysaccharide) may be used in conjunction with clinical 
observations to determine adequacy of dosage. 


SODIUM CITRATE 3% W/V SOLUTION- 
ABBOTT.—A sterile 3 per cent solution of sodium citrate in 
distilled water contained in a specially adapted bottle which 
can be equipped with an accompanying rubber bulb attachment 
to assist the inflow of liquids. 

Actions and Uses.—An anticoagulant for indirect blood trans- 
fusion and for the preparation of blood plasma. The flow of 
blood from the needle in the donor’s vein into sterile citrate 
solution of the container is assisted by manipulation of a rubber 
bulb attachment. The blood is administered to the recipient 
by gravity flow and is completely filtered. 

Dosage-—50 cc. of the solution is used for each 450 cc. of 
whole blood. 

Manufactured by Abbott Laboratories, North Chicago, Ill. No U. S. 
patent or trademark. 

Sodium Citrate 3% W/V Solution-Abbott, 50 cc. in 500 cc. Bottle: 
Contains 3 per cent sodium citrate in distilled water. 


SODIUM CITRATE.—“Contains not less than 10 per cent 
and not more than 13 per cent of water.” U.S. P. 
For standards see the U. S. Pharmacopeia under Sodii Citras. 


SULFAPYRIDINE (See New and Nonofficial Remedies, 
1940, p. 494). 

The following dosage form has been accepted : 

Tablets Sulfapyridine-National Drug Co., 0.5 Gm. (7.7 grains). 

Prepared by the National Drug Co., Philadelphia. No U. S. patent or 
trademark. 
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_as. for instance, the dairy industry—represent larger 
hudeets than are concerned in many other factors of 
our lives. The physician is concerned with problems of 
nutrition not only during the pregnancy of the mother 
and the feeding of the child but also throughout life. 
Adequate attention to these problems by the medical 
profession may lead to a more healthful, more pro- 
ductive and more capable nation. The objective is one 
worthy of the most serious consideration that every 
medical man can give it. 





MONALDI’S TRANSPLEURAL ASPIRATION 
DRAINAGE OF TUBERCULOUS 
CAVITIES 


The aim of modern therapy of tuberculous cavitation 
of the lungs has been the most extensive possible col- 
lapse of the diseased lung. The relatively simple pro- 
cedures of pneumothorax and phrenic nerve evulsion 
were soon followed by more efficient, even though more 
formidable, thoracoplastic interventions. Now comes 
Monaldi! with an original and entirely different 
approach. At a meeting of the Italian Antituberculosis 
Society on July 15, 1938 he described a direct method 
of draining a tuberculous cavity. In this procedure 
the location of the cavity is carefully determined by 
lateral projection films and by tomography. With the 
patient in a supine position on a fluoroscopy table, a 
slender exploratory needle is passed in a predetermined 
direction. When the cavity is localized, the needle is 
removed and a two-way trocar is introduced along the 
same path. One barrel of the trocar is connected with 
a monometer to facilitate recognition that the trocar is 
within the cavity. Next the obturator is removed, and 
a rubber catheter is slipped into the cavity and is 
anchored to the chest wall. Suction aspiration is com- 
menced the day after the operation by attaching the 
catheter to a siphoning system consisting of two bottles 
at different levels and a small trap bottle interposed 
between patient and pump to catch aspirated contents. 
Aspiration is continued intermittently during the day 
only. The results in some of Monaldi’s cases were 
truly dramatic and require a revaluation of our con- 
cepts of the nature and the dynamics of a tuberculous 
Cavity, 

The size of the cavity, according to Monaldi, is 
(letermined not alone by tissue destruction; it is much 
more influenced by a number of mechanical factors both 
inside and outside the cavity. These factors are the 
elastic pull of the thoracic wall with each inspiration 
and the creation of positive pressure, in the presence 
ol a patent draining bronchus, within the cavity with 
cacli expiration. This “respiratory trauma” tends to 
lcrease the size of the cavity and to prevent its col- 
lapse. Another factor is the wall of atelectatic tissue 





a ‘lonaldi, V.;  Procedimento di aspirazione endocavitoria delle 
ap tubercolari del polmone, Ann. Inst. “Carlo Forlanini” 16: 665 
et 1938, 
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surrounding the cavity, as well as the indurative and 
exudative processes in the vicinity. Monaldi divides 
tuberculous cavities into (1) elastic or retractile cav- 
ities, with a thin wall of atelectatic tissue and little 
disease about them, and (2) indolent cavities, with 
more pronounced disease about them and more rigid 
wall. He regards the so-called rigid cavities as non- 
existent or, at any rate, rare. 

The aspirated contents are first pus and blood ; later 
necrotic tissue and caseous particles appear, and still 
later a serous or serosanguineous discharge. Eventually 
the discharge stops and the catheter is automatically 
extruded. The aspirated contents in the beginning 
contain tubercle bacilli in enormous numbers. These, 
however, rapidly diminish and disappear in a surpris- 
ingly short time. Sputum conversion likewise takes 
place rapidly. The general condition of the patient 
is correspondingly improved. The disappearance of 
tubercle bacilli from the aspirated contents is explained 
on the basis of the change in the py of the aspirated 
fluid. It is low to begin with, below 7, but rises to 
normal at a later date and constitutes a medium not 
favorable for the growth of the bacilli. 

The following factors in this treatment make for the 
healing of cavities: (1) removal from the cavity of 
bacteria and their toxins and the cleansing of the walls 
of the cavity from necrotic and caseating material, (2) 
the maintenance of negative pressure within the cavity, 
(3) the reexpansion of atelectatic tissue about the 
cavity and its encroachment on the cavity, (4) a com- 
pensatory emphysema in the tissue of the surrounding 
lung, which is a further factor in obliterating the 
cavity space, and (5) richer blood supply in the 
reexpanded tissues with consequent normalization of 
the metabolism and defense mechanism. 

The method can be performed only in the presence 
of an obliterated pleural space. Otherwise there is the 
almost certain danger of either a tuberculous or a 
mixed empyema. The question of adherence of the 
pleural leaves is readily determined by attempts at 
inducing pneumothorax. The sealing off, when not 
already present, may be accomplished either by injec- 
tion into the pleural space of the patient’s blood or by 
injection of talcum. The Monaldi method is indicated 
(1) in favorably located cavities, (2) as a preparatory 
procedure for thoracoplasty, (3) in residual cavities 
following thoracoplasty and (4) to afford patients with 
giant cavities symptomatic relief from exhausting cough 
and severe toxemia. 

An important argument in favor of this method is 
its relative simplicity and safety. It makes little 
demand on the vital capacity, is well tolerated and 
may therefore be performed in the presence of contra- 
lateral disease, advanced age or poor general condition. 
Monaldi and his collaborators report on some two 
hundred and fifty operations from the Forlanini clinic 
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in Rome. Kupka and Bennett? report 17 cases, and 
Weber,® Schuberth * and Grass* each report a small 
number of cases. The consensus is uniformly favor- 
able. However, final evaluation is not possible at 
present. Whether or not the apparent healing of the 
cavities is permanent must await further observations. 


Current Comment 


WORK OF THE ROCKEFELLER 
FOUNDATION IN _ 1940 

Kach year the review of the work of the Rockefeller 
Foundation reflects the progress of endeavor in many 
fields spread over almost the entire world. The 1940 
review presented by the president of the foundation, 
Raymond B. Fosdick,’ is tragic in its record of the 
fate of learning throughout much of the world. The 
development of the war has forced many scholars into 
exile, it has forced others to give up their intellectual 
work, and still others have completely disappeared from 
sight. The Paris office of the foundation has been 
closed and the Shanghai office transferred to Manila. 
The personnel of the foundation has had to be recalled 
from Egypt, where work was being carried on in 
malaria and schistosomiasis, and from Turkey, where 
work in sanitary engineering was being pursued. Like- 
wise the personnel of the foundation had to be removed 
from Rumania, where scarlet fever studies were being 
conducted, and from Hungary, which was a station 
for influenza research. In the face of such develop- 
ments the foundation has had to reallocate many of its 
funds. Appropriations have been granted for the estab- 
lishment and continued work, so far as possible, of 
eminent refugee scholars; a plan has been initiated and 
funds have been appropriated for continuation of train- 
ing in this country of British medical students. Health 
programs which will be pursued as much as circum- 
stances allow have been initiated by sending a health 
commission to Europe under the direction of Dr. W. A. 
Sawyer of the International Health Division. Else- 
where some of the work of the foundation has achieved 
greater success: progress has occurred in the develop- 
ment of prophylactic measures against influenza; the 
battle against the Anopheles gambiae mosquito in Brazil 
has made much progress ; there have been further devel- 
opments in unraveling the yellow fever mystery, and the 
foundation has aided in the establishment of a new 
school of public health at the University of Michigan. 
Outside the medical field also the foundation has con- 
tinued its appropriations and encouragement toward the 
intellectual life of the world. Its appropriations for 1940 
included some transfers from the principal fund of the 
foundation. Fosdick’s report is a moving document 
which illustrates the attempt of intellectual life to sur- 
vive under adverse circumstances. 


Kupka, E., and Bennett, E. S.:  Monaldi’s Suction Aspiration of 
Tuberculous Cavities, Am. Rev. Tuberc. 42: 614 (Nov.) 1940. 
3. Weber, H.: Saugdrainageverfahren zur Heilung  tuberkuléser 
Kavernern in der Lunge, Ztschr. f. Tuberk. 84:19 (Dec.) 1939. 
4. Schuberth, A.: Die Behandlung der tuberkulésen Kaverne mit der 


Kavernensaugdranage, Ztschr. f. Tuberk. 84: 185 (Feb.) 1940. 
5. Grass, H.: Ueber Kavernenheilung durch Saugdrainage nach 
Monaldi, Ztschr. f. Tuberk. 84:1 (Dec.) 1939. 
Fosdick, R. B.: The Rockefeller Foundation: A Review for 1940. 
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COMMENT 


SALT IN HOT INDUSTRIES 


The amount of sweat excreted by workers in hot 
industries is known to be prodigious, at times amount- 
ing tO several pints an hour. Consumption of water 
alone to replace abnormal loss of body fluids leads ty 
the condition commonly referred to by miners and 
furnace workers as “water poisoning.” Present day 
knowledge of water and metabolite balance has demon- 
strated that the symptoms of heat cramp or heat exhaus- 
tion are not the result of overconsumption of water 
but rather the serious depletion of chlorides. Normally: 
a man needs a daily intake of from 8 to 15 Gm. of salt 
to make up for chlorides eliminated in the urine and 
sweat. In case of excessive perspiration, considerably 
larger amounts of salt are required to maintain proper 
balance. The practice of supplying industrial workers 
with salt, therefore, in hot industries and in hot weather 
rests on sound physiologic principles. Close observation 
by many industrial physicians indicates that harmful 
results need not be expected in otherwise healthy men 
if there is rough approximation between salt loss and 
salt replacement. Many industries because of conveni- 
ence provide salt tablets by dispenser to be taken by 
the worker with each drink of water. Dextrose is fre- 
quently incorporated in the tablet on the assumption 
that a quick energy source is provided and that it is of 
value in combating shock associated with heat exhaus- 
tion. Actually, blood sugar levels in hot industry 
workers are not found to be measurably altered. 





MATERNAL MORTALITY IN THE SOUTH 


Economic causes are fundamentally responsible for 
high maternal mortality in the South concludes Dr. 
James R. McCord? in his presidential address before 
the fifty-third annual meeting of the American Asso- 
ciation of Obstetricians, Gynecologists and Abdominal 
Surgeons. The basis of his remarks was a careful 
analysis of ninety-seven maternal deaths of Negro 
women ; 37 per cent of the immediate responsibility for 
these preventable deaths was assigned by him to the 
hospital doctor, an equal percentage to the patient, 12 
per cent to hospital routine, 10 per cent to an outside 
doctor and only 4 per cent to a midwife. Nearly 00 per 
cent of the obstetric deaths were from sepsis, but he con- 
cludes that “half of these deaths from sepsis were not 
preventable with the present economic and intellectual 
‘environment of the patients.” Neglect of this factor has 
been responsible for much misleading discussion 0! 
maternal mortality in the South. Some of the concluding 
comments of Dr. McCord provide vivid factual support 
for these conclusions : 

“Illiteracy is four times as prevalent in the South as in 
the rest of the nation. The average expenditure on education 
pe: child is about half that of the country as a whole. 

The South must educate one third of the nation’s children 
with one sixth of the nation’s school revenues. The 
South collects about half as much per person in 
does the nation as a whole, but she devotes a larger share 
of her income to schools. The average farm iecome 
in the South is $186 as compared to $528 elsewher« 


taxes as 


number 





The poorest rural area in America has the greatest 1 

of people. The birth rate of the South exceeds that of a" 
other region.” 

oe Nal ia PEED TD ; 41 


1. McCord, J. R.: Presidential Address, Am. J. Obst. & © 
355 (March) 1941. 
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MEDICAL PREPAREDNESS 





In this section of The Journal each week will appear official notices by the Committee on Medical Prepared- 
ness of the American Medical Association, announcements by the Surgeon Generals of the Army, Navy and Public 
Health Service, and other governmental agencies dealing with medical preparedness, and such other information 
and announcements as will be useful to the medical profession. 





RECREATIONAL CENTERS FOR SOLDIERS 


The War Department has selected five more sites for army 
recreational camps and it plans to extend the program to all 
training areas when funds are available. Seven recreational 
camps had previously been established along the Gulf Coast. The 
sites of the five new camps tentatively selected are at Jacksonville 
Beach and St. Augustine, Fla., Savannah, Ga., Charleston, S. C., 
and Wilmington, N. C. The seven original recreational camps 
or week-end tent cities are at Mobile, Ala., Biloxi, Pascagoula, 
and Gulfport, Miss., New Orleans, and Panama City and 
Pensacola, Fla. The present leave-camps are far different from 
those of World War days. The camps are on sites accessible 
to downtown areas, and recreation and amusement facilities are 
available from which the soldier can select or write his own 
ticket of fun. The purpose of these recreational areas, how- 
ever, is not only to give the soldier a good time, but it has a 
definite morale building objective. There are no formations, 
no roll calls, no reveille. The expenses at the recreational 
camps are small. Food is obtainable from a concessionaire on 
the grounds at low cost, and meals in these areas should average 
from 15 to 30 cents. The civilian populations are extending 
full hospitality to the soldiers at these camps, and only in case 
of breech of discipline or where necessary to the interest of the 
community are the movements of an individual soldier restricted. 
While the recreational plan is just getting into its stride, facili- 
ties are now available to accommodate more than three thousand 
men weekly at these soldier resorts, and these are to be much 
increased. 


RECOMMENDED DAILY ALLOWANCES 
FOR SPECIFIC NUTRIENTS 
In connection with the preparedness program a subcommittee 
of the Committee on Food and Nutrition of the National 
Research Council has prepared the accompanying table of 
recommended daily allowances for specific nutrients, together 


with some appended notes. This may weil serve as a guide on 
specific dietary needs not only for physicians but also for the 
general public. 


EXAMINATIONS FOR NURSES FOR 
NATIONAL DEFENSE 

The U. S. Civil Service Commission announces two new 
examinations in the medical and nursing fields. Public health 
nursing consultant positions, paying $2,600 and $3,200 a year, 
are open in the U. S. Public Health Service. Nursing con- 
sultants will advise and consult with state health administrators 
as to the organization and administration of public health nurs- 
ing within the respective states. They will also assist public 
health nursing directors in planning staff education programs 
and in demonstrating the conduct of institutes for groups of 
nurses. This examination is open only to registered graduate 
nurses who have finished a four year college course, including 
or supplemented by one year of study in public health nursing. 
Applications will not be accepted after July 206. 

Applicants will be accepted until further notice for physicians 
as medical technicians, paying from $1,620 to $2,000 a year, 
and as junior laboratory helper at $1,440 a year. Persons 
applying for the full or assistant grade of medical technician 
may qualify also in surgery. Applicants must have had at least 
fourteen units of high school study; otherwise they must pass 
a written general test. Appropriate experience in this field also 
is required. 

The U. S. Civil Service Commission has also reannounced 
examinations for junior grade nurse at $1,620. Applicants will 
not be required to take a test, and the vision requirement has 
been modified. 

Persons interested and qualified for any of these positions 
should apply to the U. S. Civil Service Commission, Washing- 
ton, D. C. Application forms may be obtained at any first or 
second class post office. 


Recommended Daily Allowances for Specific Nutrients 


Committee on Food and Nutrition, National Research Council 











A,* Ascorbie D, 
Inter- Thiamine Acid Nicotinic Inter- 
Protein, Calcium, Iron, national (B'),t (C),t Riboflavin, Acid, national 
: Calories Gm. Gm. Meg. Units Mg. Mg. Mz. Mz. Units 
Man (70 Kg.) 
Moderately active......... 3,000 70 0.8 12 5,000 1.8 75 2.7 18 
ik. Seem 4,500 FA aa me © eee 2.3 3.3 23 t 
Se | i a ee. ee 1.5 2.2 15 
Woman (56 Kg.) 
Moderately active......... 2,500 60 0.8 12 5,000 1.5 70 2.2 15 
bn fc, ee 3,000 - a in. 30") eoemes 1.8 2.7 18 t 
a 2,100 es a 1.2 we 1.8 12 
Pregnaney (latter half)... 2,500 85 1.5 15 6,000 1.8 100 2.5 15 400-800 
etn ah eg e 3,000 100 2.0 és 8,000 2.3 150 3.0 23 400-800 
Children up to 12 years 
Onde? 2 POOP §,. co sscscces 100 per Kg. 3-4 per Kg. 1.0 6 1,500 0.4 30 0.6 a 400-800 
5. eee 1,200 40 1.0 7 2,000 0.6 35 0.9 6 
4 © OMEN Basccckuctccnres 1,600 50 1.0 8 2,500 0.8 50 1.2 8 
‘ Pbk ctawessnedcbeds 2,000 60 1.0 10 3,500 1.0 60 1.5 10 3 
50-19 YORHR oon hoa o. cseo0n 2,500 70 1.2 2 4,500 1.2 75 1.8 12 
Children over 12 years 
Girls—13-15 years.......... 2,800 80 1.3 15 5,000 1.4 80 2.0 14 
16-20 years.......... 2,400 75 1.0 15 5,000 1.2 80 1.8 12 $ 
Boys—13-15 years.......... 3,200 85 14 15 5,000 1.6 90 2.4 16 
16-20 years.......... 3,800 100 1.4 15 6,000 2.0 100 3.0 20 t 
foc age are tentative allowances toward which to aim in planning practical dietaries. These allowances can be met by a good diet of natural 
‘00US* this will also provide other minerals and vitamins, the requirements for which are less well known. 


. Requirements may be less than these amounts if provided as vitamin A, greater if chiefly as the provitamin carotene. ‘ 
© Ing. Of thiamine equals 333 international units; 1 mg. of ascorbic acid equals 20 international units (1 international unit equals 1 U. 8S. P. 


unit). 


the m . 
 mnimal amounts recommended for infants. 


+ Vitamin D is undoubtedly necessary for older children and adults. “When not available from sunshine, it should be provided probably up to 


§ Needs of infants increase from month to month. The amounts given are for approximately 6 to 18 months. The amounts of protein and cal- 


Cum needed are less if from breast milk. 


‘ } . —_ 
“vowances are based on the middle age for each group (as 2-5, 8 and so on) and for moderate activity. 
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EXAMINATIONS FOR APPOINTMENTS IN 
MEDICAL CORPS OF NAVY 


The next examination for appointments as assistant surgeon, 
U. S. Navy (lieutenant [junior grade], Medical Corps, U. S. 
Navy) will be held at all major Medical Department activities 
on August 11 to 15 inclusive. Applications for this examina- 
tion must be in the Bureau of Medicine and Surgery not later 
than July 15. 

Applicants for appointment as assistant surgeon must be citi- 
zens of the United States, more than 21 but less than 32 years 
of age at the time of acceptance of appointment, and graduates 
of a class A medical school who have completed at least one 
year of intern training in a hospital accredited for intern train- 
ing by the Council on Medical Education and Hospitals of the 
American Medical Association. 

A circular of information listing physical and other require- 
ments for appointment, subjects in which applicants are exam- 
ined, application forms and other data pertaining to salary, 
allowances and so on may be obtained from the Bureau of 
Medicine and Surgery, Navy Department, Washington, D. C., 
on request. 

An examination for appointment as acting assistant surgeon 
for intern training in naval hospitals accredited for intern 
training by the Council on Medical Education and Hospitals 
will be held at all major Medical Department activities on 


MEDICAL PREPAREDNESS 





Jour. A. } 
exe 7, ist 
June 23 to 26 inclusive. Students in clas A medical schools 
who will complete their medical education this year are eligible 
to apply for these appointments. , 

Students in class A medical schools who will have completes 
their third year of medical education this year are eligible to 
take this examination and, if successful, will receive their 
appointments on or about July 1, 1942, after they have com- 
pleted their medical education. 

Applicants for appointment as acting assistant surgeon for 
intern training must be citizens of the United States, more 
than 21 but less than 32 years of age at the time of acceptance 
of appointment. Acting assistant surgeons are appointed for 
a period of eighteen months. After the appointee has served 
as an intern in a naval hospital for twelve months he is eligible 
for and may take the examination for appointment as assistant 
surgeon, U. S. Navy. 

A circular of information listing physical and other require. 
ments for appointment as acting assistant surgeon, subjects in 
which applicants are examined, application forms and so on 
may be obtained from the Bureau of Medicine and Surgery, 
Navy Department, Washington, D. C., on request. 

Assistant surgeons and acting assistant surgeons for intern 
training are appointed in the rank of lieutenant (junior grade), 
Medical Corps, U. S. Navy. The pay and allowances for an 
officer of this rank total $2,699 a year if he has no dependents 
and $3,158 a year if he is married or has dependents. 





ARMY RESERVE OFFICERS 


ORDERED TO ACTIVE DUTY 


WAR DEPARTMENT 


The following additional medical reserve corps offi- 
cers have been ordered to extended active duty by the 
War Department, Washington, D. C.: 


ABRAMS, Edward William, Ist Lieut., Portland, Ore. 
ALBRITTON, Andrew Stirling, Ist Lieut., New Orleans. 
BERG, Richard Fredrick, Captain, Portland, Ore. 
BOYLSTON, George Arthur, Ist Lieut., Wilmette, III. 
CHAMBERLIN, Donald Tillinghast, Captain, Boston. 
CHENEY, William Swartz, Ist Lieut., Baltimore. 
COOPER, Harold John, Captain, Fresno, Calif. 

DERRIG, Raymond Edwin, Ist Lieut., Washington, D. C. 
EBERHARD, Theodore Philip, 1st Lieut., Columbia, Mo. 
EIGENBROD, Frederick August, Ist Lieut., New Orleans. 
GOTTLIEB, Jacob Daniel, Captain, Talmage, Calif. 
GRIFFIN, Lawrence Lafayette, Ist Lieut., Galveston, Texas. 
HAYNES, Walter George, Ist Lieut., Chicago. 

HEALY, Martin Joseph, Jr., Ist Lieut., New York. 
HEWITT, Perry Edwin, Jr., Ist Lieut., Muskogee, Okla. 
HOLOUBEK, Joe Edward, Ist Lieut., New Orleans. 
HORN, Leonard, Ist Lieut., Rochester, N. Y. 


THIRD 

The following additional medical reserve corps offi- 

cers have been ordered to extended active duty by the 

Commanding General, Third Corps Area, which com- 

prises the states of Pennsylvania, Virginia, District of 
Columbia and Maryland: 


BAILEY, William Otis, Jr., Ist Lieut., Leesburg, Va., Fort George G. 
Meade, Md. 

BARNES, Earl Bower, Ist Lieut., Washington, D. C., Fort George G. 
Meade, Md. 

BEERMAN, Curtis Arthur, Ist Lieut., Altoona, Pa., Fort George G. 
Meade, Md. 

BENZON, George Henry III, 1st Lieut., Jenkintown, Pa., Fort George G. 
Meade, Md. 

BIGLEY, Joseph Robert, Ist Lieut., Philadelphia, Fort George G. Meade, 

d. 


BRINDISI, Gaetano, Ist Lieut., Philadelphia, Fort George G. Meade, 
Md. 

BURGESS, Forbes Hathaway, Ist Lieut., Washington, D. C., Fort George 
G. Meade, Md. 

CALL, Manfred III, Ist Lieut., Richmond, Va., Fort George G. Meade, 
Md. 

CANTOR, Paul David, Ist Lieut., Washington, D. C., Fort George G. 
Meade, Md. 

CHESTNUT, John Letcher, 1st Lieut., Mountain Grove, Va., Fort 
George G. Meade, Md. 

DODD, William Anthony, Ist Lieut., Baltimore, Fort George G. Meade, 
Md. 

FARNSWORTH, David Ivan, Ist Lieut., Richmond, Va., Fort George G. 
Meade, Md. 

FIORE, Charles Nicholas, Ist Lieut., Brentwood, Md., Fort George G. 
Meade, Md. 


JAMES, Alfred Elmore, 1st Lieut., Beavertown, Pa. 
KELLOGG, Frederick, Captain, Long Beach, Calif. 
McCULLOUGH, John Davis, Ist Lieut., East Knoxville, Tenn. 
MINNETT, John Sarles, Captain, Dallas, Texas. 

MIRA, Anthony Agathon, Ist Lieut., Corona, N. Y. 
NELSON, Donald C., Captain, Fort Defiance, Ariz. 
PODESTA, Joseph John, Ist Lieut., Cincinnati. 
SCHULTZ, Abraham, Ist Lieut., Chicago. 

SNYDER, Rufus Adam, Ist Lieut., Chicago. 
SPELLBERG, Mitchell Abraham, Ist Lieut., Chicago. 
STOLAR, Robert, Ist Lieut., Washington, D. C. 
SULLIVAN, Clement Joseph, Captain, St. Louis. 
VORISEK, Elmer Albert, Ist Lieut., Oak Park, IIL. 
WALLACE, Joseph James, Ist Lieut., Washington, D. C. 


Orders Revoked 


HILL, Thurman K., Ist Lieut., Nashville, Tenn. 
JONES, Harry D., Ist Lieut., Nashville, Tenn. 
KOLCZUN, Michael C., ist Lieut., New Orleans, La. 
LUTHER, Ross Daniel, 1st Lieut., Denver. 
MORGAN, Edward S., Ist Lieut., Pendleton, Ore. 


CORPS AREA 


FLOCKS, Milton, 1st Lieut., Washington, D. C., Fort George G. Meade, 
Md. 

HANNA, Michael Ignatius, Ist Lieut., Covington, Va., Fort George © 
Meade, Md. 

HEIGES, Harold Lynwood, 1st Lieut., Washington, D. C., Fort Georse 
G. Meade, Md. 

HEIMOFF, Leonard Lincoln, 1st Lieut., Baltimore, Fort George 
Meade, Md. ; 

HIGHSTEIN, Benjamin, 1st Lieut., Baltimore, Fort George G. Meaue, 
Md. 

KRAMM, August Herman, Ist Licut., Washington, D. C., Fort George © 
Meade, Md. ’ 

MARTIN, Carroll James, 1st Lieut., Washington, D. C., Fort George © 
Meade, Md. 

McCONNELL, Frederick Gray, 1st Lieut., Gate City, Scott County, Va. 
Camp Davis, N. C. : : 

McMAHON, John Martin, 1st Lieut., Washington, D. C., Fort George u 
Meade, Md. 

NELMS, Nowell Darden, 1st Lieut., Mathews, Va., Fort Georg 
Meade, Md. 

O'BRIEN, James Nester, Ist Lieut., Harrisburg, Pa., Fort Geors 
Meade, Md. 


G. 


u 


PROKOP, Albert George, 1st Lieut., Clairton, Pa., Fort George G. Mea! 
Md. . 
RATCLIFFE, Harold Elton, 1st Lieut., Washington, D. C., Fort Geo 

G. Meade, Md. : — 
SNOW, Lee Bruner, 1st Lieut., Washington, D. C., Fort George © 
Meade, Md. aie t 

t George ¥ 


STEHMAN, Vernon Andrew, Ist Lieut., Arlington, Va., Fo: 
Meade, Md. 

VARNER, Winter Thomas, Ist Lieut., Richmond, Va., For! 
Meade, Md. - 

WALKE, John Tabb, 1st Lieut., Norfolk, Va., Fort George G. Mea” 
Md. 


George G 
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WARE, Robert Barnes, Ist Lieut., Lynchburg, Va., Fort George G. 
" Meade, Md. | 
WILKINS, Jesse Lee, Ist Lieut., Pocomoke City, Md., Fort George G. 
Meade, Md. 
WILLIAMS, Ben 
] 


Md . . 
TURNE R. Phillip Rorison, 1st Lieut., Takoma Park, Md., Fort George G. 


Meade, Md. 


Clayton, 1st Lieut., Baltimore, Fort George G. Meade, 


Orders Revoked 


\XELMAN, Edward Lewis, Ist Lieut., Darby, Pa. 
RAUSCHER, Abner H., Lieut. Col., Reading, Pa. 
ROSS, Myron Theodore, Ist Lieut., Baltimore. 
CORLEY, Karl C., 1st Lieut., Chevy Chase, Md. 
)aPARMA, Frank L., Ist Lieut., Pittsburgh. 

DEAN, James S., Captain, Spring City, Pa. 

DEGNAN, Philip A., Ist Lieut., Washington, BD. €. 
pot GLAS. Harry S., Ist Lieut., Washington, D. Cc. 
ECKHARDT, John C., Lieut. Col., Washington, D. C. 
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EINHORN, Nathan Harry, Ist Lieut., Philadelphia. 
FOCHT, William W., Ist Lieut., Lebanon, Pa. 
HARMEIER, John Watson, Captain, Pittsburgh. 
HOFFSTEIN, Louis D., Ist Lieut., Philadelphia. 
HULBURT, Richard Stephen, Ist Lieut., Washington, D. C. 
HUNTER, OSCAR BENWOOD, Major, Washington, D. C., 
JONES, Clement Russell, Jr., Captain, Dixmont, Pa. 
KELLY, Edward A., Ist Lieut., Washington, D. C. 
MAINZER, Francis S., Major, Huntingdon, Pa. 

MILLER, Cledith Aten, Ist Lieut., Wilkes-Barre, Pa. 
MILLER, Harry Archer, Captain, Baltimore. 

MINTEER, James W., Captain, Ridgway, Pa. 

O’BOYLE, James Patrick, Ist Lieut., Dunmore, Pa., 
ROBBINS, Leo E., Ist Lieut., Philadelphia. 

SHUBIN, Harry, Ist Lieut., Philadelphia. 

SILVER, Israel Oscar, Ist Lieut., Steelton, Pa. 
TOMPKINS, Pendleton Souther, Captain, Philadelphia. 
URIDEL, Frank Arthur, Ist Lieut., Newfoundiand, Pa. 
WEBER, George Samuel, Ist Lieut., Waldorf, Md. 


SIXTH CORPS AREA 


The following additional medical reserve corps offi- 
cers have been ordered to extended active duty by the 
Commanding General, Sixth Corps Area, which com- 
prises the states of Wisconsin, Illinois and Michigan: 
ADELSON, Sidney L., Ist Lieut., Detroit, Selfridge Field, Mount 

Clemens, Mich. ; : 
ALLISON, Olaf W., Ist Lieut., Danville, Ill., 27th Division, Fort 

McClellan, Ala. Nia 
ANDERSON, Donald H., 1st Lieut., Greenville, Ill., 27th Division, Fort 

McClellan, Ala. . 4 
ANDERSON, William H., Ist Lieut., San Francisco, Air Corps Basic 

Flying School, San Angelo, Texas. : ; 

BERRY, Robert E. L., 1st Lieut., Detroit, 12th Station Hospital, Camp 

Forrest, Tenn. 

BOWEN, Robert E., 1st Lieut., Chicago, 27th Division, Fort McClellan, 

Ala. “ 
ROWERS, Paul A., Ist Lieut., Chicago, Air Base, Tucson, Ariz. 
BROCK, Clayton E., Ist Lieut., St. Louis, Station Complement, Camp 

Shelby, Miss. ; 
BUCKLEY, Clarence H., Captain, Menomonie, Wis., 10th Station Hos- 

pital, Camp Claiborne, La. 

CARR, James G., Major, Detroit, 12th Station Hespital, Camp Forrest, 

Tenn. 

COSTIN, Max, Ist Lieut., Chicago, Air Base, Tucson, Ariz. 

CRAMER, Oliver S., Ist Lieut., Detroit, Selfridge Field, Mich. 

CRISMON, Lester C., Ist Lieut., Chicago, 32d Division, Camp Beaure- 
gard, La. 

CULMER, Charles U., 1st Lieut., Iowa City, Air Base, Oklahoma City. 

DIAMONDSTONE, Albert H., Ist Lieut., Chicago, Station Complement, 

Camp Shelby, Miss. 

DILLON, Walter F., Ist Lieut., St. Louis, Station Complement, Camp 

Shelby, Miss. 

EHLERT, Charles D., Captain, Alton, Ill., Scott Field, Ill. 
FADEN, Gerson, 1st Lieut., Moweaqua, IIl., Randolph Field, Texas. 
HAVRANEK, James C., Ist Lieut., Cicero, Ill., Chanute Field, Rantoul, 

Il. 

JANCI, Julius S., Ist Lieut., Owosso, Mich., Station Complement, Camp 

Croft, S. C. 

JEDLICKA, Frank L., 1st Lieut., Cicero, Ill., Station Hospital, Fort 

Sill, Okla. 

KACZKOWSKI, Joseph C., Major, Chicago, 9th Station Hospital, Fort 

McClellan, Ala. 

KASARACH, Harry Y., 1st Lieut., Chicago, Station Complement, Camp 

Croft, S. C. 

KAYE, Raymond J., 1st Lieut., Palmyra, Mich., Station Complement, 
__ Camp Wheeler, Macon, Ga. 

KESERT, Meyer, 1st Lieut., Chicago, Chanute Field, Rantoul, II. 
KIRK, Max Lee, 1st Lieut., Mount Vernon, IIl., 27th Division, Fort 

McClellan, Ala. 
note Charles R., Ist Lieut., Chicago, Station Complement, Camp 

olk, La, 
LARRABEE, Walter F., Jr., Chippewa Falls, Wis., Station Complement, 
Camp Wheeler, Macon, Ga. 
me Arthur B., Ist Lieut., Chicago, Station Complement, Camp 
olk, La. 

— Robert I., Ist Lieut., Saginaw, Mich., Station Hospital, Fort 
sliss, Texas. 

MAIBAUER, Frederick P., 1st Lieut., Wyandotte, Mich., Air Base, 

Oklahoma City, 


MARTIN, Forrest R., Ist Lieut., Decatur, Ill., Chanute Field, Rantoul, 
Til. 


MATTHEI, Louis P., Ist Lieut., South Wayne, Wis., U. S. Army 
Induction Station, Milwaukee. 

MATZKIN, Lloyd L., Ist Lieut., Chicago, Station Complement, Fort 
Jackson, S. C. 

McALLISTER, Ralph G., Captain, DeKalb, Ill., 33d Division, Camp 
Forrest, Tenn. 

McNERTNEY, Francis D., Major, Bloomington, Ill., 5th Station Hos- 
pital, Camp Stewart, Ga. 

MILLER, Edward B., Ist Lieut., Chicago, Station Complement, Camp 
Polk, La. 

MILLS, Morton J., Captain, Chicago, U. S. Army Induction Station, 
Chicago. 

MULROONEY, Raymond E., Ist Lieut., Litchfield, Ill., Station Comple- 
ment, Camp Polk, La. 

OLSON, James A., Ist Lieut., Flint, Mich., Selfridge Field, Mount 
Clemens, Mich. 

PRUSINSKI, Jerome C., Ist Lieut., Chicago, Station Complement, Fort 
Jackson, S. C. 

RAU, Frederick W., Ist Lieut., Saginaw, Mich., 24th Infantry, Fort 
Benning, Ga. 

REINARDY, Everett W., Ist Lieut., Burlington, Wis., Station Comple- 
ment, Camp Wheeler, Macon, Ga. 

SCHICK, William R., Ist Lieut., Chicago, Air Base, Albuquerque, N. M. 

SCHROEDER, Charles M.. Ist Lieut., Camp Grant, IIl., Station Comple- 
ment, Fort Custer, Mich. 

SCHUMAN, Irving, Ist Lieut., Chicago, Chanute Field, Rantoul, Tl. 

SCHUTZ, William J., Ist Lieut., Munising, Mich., Selfridge Field, 
Mount Clemens, Mich. 

SILVERSTEIN, Joseph, Ist Lieut., Chicago, Station Complement, 
Chanute Field, III. 

SPINKA, Isadore, Ist Lieut., Chicago, Station Complement, Camp 
Wheeler, Macon, Ga. 

SPRINGER, Eugene W., Ist Lieut., Iowa City, Air Base, Oklahoma 
City. 

SWANSON, George F., Captain, Newberry, Mich., 9th Station Hospital, 
Fort McClellan, Ala. 

SWENSON, Leland L., Ist Lieut., Grand Rapids, Mich., 27th Division, 
Fort McClellan, Ala. 

~~ Kenneth F., Ist Lieut., Chicago, 33d Division, Camp Forrest, 
enn. 

TUROW, Irving L., Ist Lieut., Peoria, Ill., Station Hospital, Fort 
Custer, Mich. 

VAN NOORD, Gelmer A., Ist Lieut., Grand Rapids, Mich., 27th Divi- 
sion, Fort McClellan, Ala. 

WEDRAL, Jerry W., Ist Lieut., Cicero, Ill., 27th Division, Fort 
McClellan, Ala. 

WESCOTT, Royal J., 1st Lieut., Marquette, Mich., 11th Station Hospi- 
tal, Fort Custer, Mich. 

ZLATKIN, Louis, Ist Lieut., Detroit, Selfridge Field, Mount Clemens, 


Mich. 
Orders Revoked 


BASSUENER, Reynold O., Captain, Warren, Wis. 
HIRSCHFELD, Alexander H., 1st Lieut., Ann Arbor, Mich. 
HUBBLE, William Fields, Jr., 1st Lieut., Decatur, Il. 
PAISLEY, Alfred M., Ist Lieut., Jacksonville, Il. 
PRUDOWSKY, Harry H., Ist Lieut., Milwaukee, Wis. 

ST. PIERRE, Roderick G., Captain, Portland, Ore. 
WEICHSELBAUM, Paul K., Ist Lieut., Chicago. 





ARMY VACANCIES FOR DIETITIANS 


Approximately three hundred and fifty vacancies for dietitians 
exist in army hospitals, which now have one hundred and three 
dietitians on duty. A school for dietitians is conducted at the 
Army Medical Center, Washington, D. C. Since the require- 
ments tor entrance include graduation from a recognized college 
with a major course in dietetics and nutrition, the course is 
devoted mainly to procedure peculiar to the military service. 
The pay of dietitians is $1,800 a year. In time of peace only 
female dietitians certified by the Civil Service Commission are 
employed in Army hospitals. In time of war, however, men 


qualified as dietitians will be enlisted as technical sergeants as 
far as vacancies exist. 


NAVY ASSIGNMENTS NOT TO 
BE PUBLISHED 

A recent order from the Secretary of the Navy restricts 
from general publication nomination of all officers of the Navy. 
Therefore, lists of the names of the United States Naval 
Reserve Officers reporting for active duty in the Navy, with 
the names of the stations to which they have been assigned, as 
published previously, will not be continued. 
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OFFICIAL NOTES 


JUDGE PROCTOR IMPOSES SENTENCE 

Following the trial of the U. S. Government versus the 
American Medical Association and other defendants on charges 
of violating the Sherman Anti-Trust Act and their conviction 
by a jury April 4, Justice James M. Proctor of the District 
Court in Washington, D. C., on May 29, imposed a fine of 
$2,500 on the Association and a fine of $1,500 on the Medical 
Society of the District of Columbia. The defense counsel 
announced that an appeal to the higher courts would be filed. 
The proceedings of the trial were published in various issues 
of Tue JourNaAL beginning February 15. 


ADDRESSES BY OFFICIAL STAFF 
Dre. W. W. Baver: 
June 20—University of New Hampshire, Durham. 


Dr. Morris FISHBEIN: 
June 17—Institute of Food Technologists, Pittsburgh. 


June 26—Iowa and Illinois Central District Medical Associa. 
tion, Davenport, Iowa. 


Dr: Frank H. Laney: 
June 9—Massachusetts Institute of Technology, Cambridge, 
June 11—Testimonial dinner to Dr. Fred Hussey, Providence, 
a 
June 24—Maine Medical Association, York Harbor. 


Dr. Cart M. PETERSON: 
June 14—Utah State Medical Association, Salt Lake City. 
June 19—Twin Lakes District Medicai Society, Rockwell 
City, Iowa. 
June 20—National Association of Manufacturers and _ the 
Associated Industries of Alabama, Birmingham, 


Dr. Paut A. TESCHNER: 


June 10—Friends of Rural Public Health Nursing, Norwood 
Park Township, Chicago. 





MEDICAL ECONOMIC ABSTRACTS 


SOCIAL SECURITY AND SICKNESS 
INSURANCE 


The “Fifth Annual Report of the Social Security 
Board, 1940” contains several paragraphs directly or 
indirectly advocating the extension of social security 
legislation to cover the loss due to sickness. Pages 15 
and 16 of the report say: 

There is one major risk to economic security for which 
there is yet no provision in the social security program and 
cnly inadequate provision under other legislation—the risk 
of medical costs and of wage loss during illness or during 
temporary or permanent disability. In his capacity as a 
member of the Interdepartmental Committee to Coordinate 
Health and Welfare Activities, the chairman of the board has 
shared in the report and recommendations transmitted by that 
body to the President and the Congress. The board wishes to 
reiterate its endorsement of the goals and principles proposed 
in that report on a national health program. 

Provisions to prevent sickness and maintain health and 
earning power and to offset the wage losses occasioned by 
disability are of direct moment to the programs already in 
cperation. The present unemployment compensation laws and 
the funds they provide are designed to safeguard unemployed 
wage earners who are available for jobs. Yet there is obvious 
injustice in giving benefits to such workers and denying them 
to a worker who is out of a job because he is sick even though 
he may have had an identical record of past covered employment 
and may be suffering the same wage loss. It is impossible to 
face with equanimity the situation in the home of a worker 
who is insured under the federal old age and_ survivors’ 
insurance system when he becomés sick or disabled but dies 
after a period of disability during which his insured status has 
lapsed. If he had died before the end of that period, benefits 
which ordinarily are substantial in amount would have been 
payable to his children throughout their childhood and to his 
widow while she had such children in her care. With long- 
continued illness, however, in which costs of medical care are 
commonly beyond the resources of families of small means, 
there will often be a loss of these insurance rights and, in most 
such cases, a total loss of provision for the survivors. . . . 

The board trusts that the Congress will be able to give early 
attention to the various measures that have been proposed for 


safeguarding the health of the American people and averting 
or offsetting the economic distress caused by sickness and 
disability. 

In the discussion of medical and institutional care 
(pages 100-101) the report says: 


The inadequacy of provisions for the medical care of recipients 
of public assistance has continued to be one of the major 
problems confronting the state agencies and their local units. 
Increasing attention has been given to possible methods of 
meeting this need. During the fiscal year the board's con- 
sultants on medical problems and on medical social work visited 
sixteen states in which the state agencies had requested advice 
on specific problems in this field. 


It is noted that: 


Several states have suggested that the needs of recipients 
could be met more adequately if the federal government were 
willing to participate financially in payments to recipients for 
medical purposes. 


However, the report concludes that 


at least three major difficulties are present in attempting to 
meet the medical expenses of recipients of public assistance 
through regular allowances in the assistance payment. In the 
first place, it is obviously impossible to develop proper com- 
munity medical facilities through the small additional amounts 
which might be included in the assistance plans made with 
recipients of public assistance, though in states and localities 
in which facilities are available for such services the inclusion 
of such allowances in the regular payments will permit wider 
and more effective use. In the second place, many types °! 
medical needs are not predictable, and the expenses necessarily 
incurred may be of such magnitude that they must be met out 
of a special payment rather than through inclusion of a! 
additional amount in the monthly public assistance paymett 
The third problem, which is of more fundamental significance, 
concerns the question whether the development of a program 
of medical care in connection with the three assistance progtam™> 
under the Social Security Act would assist or hamper the 
development of a broader program of medical care for those 
groups in our population who are not now able to obtain needed 
services. 
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The Bureau of Research and Statistics of the board 
has undertaken health and disability studies concerning 
which the report says (page 140): 

Studies of illness and disability as a cause of economic 
“security were continued during the year, and consideration 
uid civen to proposals for extending the social security system 
to include the risk of ill health and disability. Basic data were 
compiled and cost estimates were prepared for specific legislative 
programs under consideration by the Congress, and work was 
continued on the formulation of alternative specifications to 
he considered in the adoption of a program. Extensive analyses 
were made of American and foreign experience in order to 
provide a basis for estimating the extent and frequency of 
temporary and permanent disability to be anticipated under 
specified disability insurance programs. These studies have 
also included detailed analyses of the wage records of the old 
age and survivors’ insurance program, in order to estimate the 
number of individuals with fully and currently insured status 
in future years. 

Information has been collected concerning federal and state 
legislative proposals to provide medical services for various 
segments of the population. These proposals have been analyzed 
especially in their relationship to existing social insurance 
systems. Investigations of the extent and character of unmet 
medical needs have included studies of the receipt of medical 
services by urban and rural families in different income groups 
and expenditures by these groups for various types of medical 
services. On the basis of monthly reports submitted voluntarily 
by selected organizations, special studies are being undertaken 
to determine the volume and type of medical care furnished 
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under prepayment medical service plans and the personnel 
required for the operation of such plans. Consideration has 
been given to the analysis of methods for providing more nearly 
adequate medical care, especially through social insurance. 


REFERENDUM ON’ INSURANCE 

A recent referendum on voluntary sickness insurance con- 
ducted by the West Virginia State Medical Association showed 
that 71 per cent favored some plan of voluntary sickness insur- 
ance, 28 per cent were against it and 1 per cent returned their 
ballots with comments but without voting. The vote is pri- 
marily 4 to 1 in favor of limiting coverage to the low income 
group. According to the West Virginia Medical Journal (37: 
226 [May] 1941) it is expected that a proposal for some type 
of prepayment plan to be operated by the West Virginia State 
Medical Association will be considered at the next meeting 
of the house of delegates, 


HEALTH IN CANADA 


The statisticians of the Metropolitan Life Insurance Company 
find that in spite of the war the Canadian death rate for 1940 
among that company’s Canadian industrial policyholders was 
12.1 per cent lower than the average rate for the preceding 
five years and that the rate declined for practically every age 
among both men and women. The tuberculosis rate dropped 
15 per cent as compared with the rate in the preceding five 
years. Violent deaths were also less in 1940 than in other 
recent years. 





MEDICAL LEGISLATION 


MEDICAL BILLS IN CONGRESS 

Change in Status—H. R. 4476 has been reported to the 
House, providing for sundry matters affecting the Military 
Establishment. As introduced, this bill provided, among other 
things, for the employment of interns in the Medical Depart- 
ment of the Army at not to exceed $720 per annum. As 
reported, the bill would authorize the Secretary of War “to 
provide for the employment of interns who are graduates of or 
have successfully completed at least four years’ professional 
training in reputable schools of medicine or osteopathy in the 
Medical Department, at not to exceed $720 per annum.” 

Bill Introduced—On May 14, the President requested addi- 
tional funds for emergency and sanitation work of the United 
States Public Health Service, in the amount of $1,235,000. 


STATE MEDICAL LEGISLATION 
Florida 

Bills Introduced —S. 649 and H. 961 propose to enact a 
Separate massage and physical therapy practice act and to 
Create a board of massage and physical therapy examiners to 
examine and license applicants for licenses to practice massage 
and physical therapy. Section 8 of both bills reads as follows: 
‘Massage and Physiotherapy Defined. For the purpose of this 
Act, massage is defined as follows: The Act of scientifically 
rubbing or kneading the soft superficial structures of the human 
body ior the purpose of stimulating or restoring normalcy of 
circulation and tonicity of such structures, and for the relief 


ot pain. In no way shall this Act interfere with the practice 
ot osteopathy, chiropractic, or naturopathy, as is now governed 
by law. Applicant must, however, have elementary knowledge 


Ol anatomy, physiology and electrotherapeutics.” H. 1416 pro- 
Poses to enact a separate massage practice act and to create an 
independent State board of massage to examine and license 
applicants for licenses to practice massage. The bill provides 
that “the practice of massage is hereby declared a profession, 
and for the purpose of this Act is hereby defined as follows, 


viz.: The scientific manual manipulation of the tissue and 
muscles of the human body, together with the skilful use of 
scientific apparatus usually associated with the practice of 
massage in administering such treatments as cabinet baths, 
turkish baths, reducing treatments, fomentations, natural and 
artificial heliotherapy, vibratory treatments and colonic-irriga- 
tions.” 

Bill Passed—H. 1337 passed the House May 19, proposing 
to authorize the Board of County Commissioners of Clay 
County to levy on all taxable property an additional tax of 
two mills to care for the indigent inhabitants of that county 
who are in need of hospitalization and medical care. 


Illinois 


Bills Introduced —H. 866 proposes to enact what it cites as 
the Illinois Food, Drug and Cosmetic Act to regulate the 
manufacture, sale, distribution and advertising of foods, drugs, 
cosmetics and therapeutic devices. H. 896 proposes to require 
each county to provide funds for the treatment of indigent per- 
sons afflicted with cancer or tumor. 


Massachusetts 


Bill Introduced—H. 2528 proposes to prohibit the operation 
of a hospital or sanatorium unless licensed to do so by the 
state department of health. 


Michigan 

Bill Introduced—H. 580 proposes to authorize the state 
council of health to establish and maintain a bureau of cancer 
control in the state department of health. The proposed bureau 
is to be authorized to promote measures to reduce the mor- 
tality from cancer by programs of education and by provision 
for necessary diagnostic laboratory work for persons financially 
unable to pay for the same. The proposed work of the bureau 
is not to be limited to public laboratories, but private laboratory 
facilities may be fully employed in those areas in which they 
are adequate and available. 
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Medical News 


(PHYSICIANS WILL CONFER A FAVOR BY SENDING FOR 
THIS DEPARTMENT ITEMS OF NEWS OF MORE OR LESS 
GENERAL INTEREST: SUCH AS RELATE TO SOCIETY ACTIVI- 
TIES, NEW HOSPITALS, EDUCATION AND PUBLIC HEALTH.) 


ALABAMA 


State Medical Election.—Dr. James M. Mason, Birming- 
ham, was elected president of the Medical Association of the 
State of Alabama at its meeting in Mobile in April, succeed- 
ing Dr. Samuel A. Gordon, Marion. Dr. John Paul Jones, 
Camden, whose term as vice president expired this year, was 
reelected for another four year term. Others now serving as 
vice presidents are Drs. Roscoe C. Stewart, Sylacauga; John 
S. Tillman, Clio, and Merle E. Smith, Parrish. Montgomery 
was chosen as the place for the 1942 meeting. 


ARKANSAS 


Personal. — Dr. Herbert H. McAdams has been elected 
president of the Jonesboro School Board and Dr. Walter C. 
Overstreet, vice president. Dr. Leroy L. Fatherree has been 
chosen health officer of Little Rock. 

State Medical Election.—Dr. Rufus B. Robins, Camden, 
was chosen president-elect of the Arkansas Medical Society 
at its recent annual meeting in Little Rock and Dr. Herbert 
Fay H. Jones, Little Rock, was inducted into the presidency, 
succeeding Dr. Henry T. Smith, McGehee. Other officers 
include Drs. Henry King Wade, Hot Springs National Park; 
Carl C. Hanchey, DeQueen, and Bonny N. Stevenson, West 
Memphis, vice presidents; Royal J..Calcote, Little Rock, trea- 
surer, and William R. Brooksher, Fort Smith, secretary. 


CALIFORNIA 


State Medical Election.—Dr. William R. Molony Sr., Los 
Angeles, was chosen president-elect of the California Medical 
Association at its annual meeting in May in Del Monte and 
Dr. Henry S. Rogers, Petaluma, was installed as president. 
Del Monte was again chosen as the place for the 1942 meeting, 
probably the first week in May. 

Portrait of Dr. Frank Lynch.—A portrait of Dr. Frank 
W. Lynch, professor of obstetrics and gynecology, University 
of California Medical School, San Francisco, now hangs in 
the University Hospital, the gift of friends and students of 
Dr. Lynch. The gift commemorates his twenty-five years as 
professor in the medical school. The presentation was made 
by Dr. Ludwig A. Emge, clinical professor of obstetrics and 
gynecology at Stanford University School of Medicine, San 
Francisco, Dr. Lynch's first resident at California. Dr. Lynch 
was born in Cleveland on Nov. 5, 1871 and graduated at Johns 
Hopkins University School of Medicine, Baltimore, in 1899. 
He served on the staff of his alma mater from 1900 to 1904, 
at Rush Medical College, Chicago, 1905 to 1915, when he went 
to California. He was a member of the editorial boards of 
Surgery, Gynecology and Obstetrics, the American Journal of 
Obstetrics and Gynecology and the Western Journal of Surgery. 
He served as a member of the advisory board of the committee 
on prenatal and maternal care of the White House Conference 
and in 1936 was honor guest of the Pan-Pacific Surgical Con- 
gress. He was chairman of the Section on Obstetrics and 
Gynecology and Abdominal Surgery of the American Medical 
Association, 1923-1924. 


DISTRICT OF COLUMBIA 


Medical Society Election.—Dr. Andrew Magruder Mac- 
Donald, coroner in the District, has been chosen president-elect 
of the Medical Society of the District of Columbia. He will 
take office in 1942. Dr. Henry R. Schreiber, now president- 
elect, will succeed Dr. Daniel L. Borden as president in July. 
Other newly elected officers include Drs. J. Lawn Thompson 
Jr. and Grace G. Purse, vice presidents. 


ILLINOIS 


Courses in Obstetrics and Pediatrics.—The University 
of Illinois College of Medicine, Chicago, announces a series 
of continuation study courses in obstetrics and pediatrics at 
Research and Educational Hospital, Chicago, in cooperation 
with the state department of public health, the state medical 
society and the approved medical schools of Chicago. The 
course of study will be repeated at weekly intervals June 16, 
23, July 7, 14. Instructors representing Rush Medical College 
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will be Drs. Joseph L. Baer and Arthur H. Parmelee- 
Illinois medical school, Drs. William H. Browne, Frederick H. 
Falls, Julius H. Hess, Bengt L. K. Hamilton, Alfred J. Kobak 
Charles Newberger, Henry G. Poncher, Harry Leichenger: 
University of Chicago, The School of Medicine, Douglas N. 
Buchanan, Henry C. Hesseltine, William J. Dieckmann; North. 
western University Medical School, William C. Danforth, Johy 
A. Bigler, Stanley Gibson, and Loyola University School of 
Medicine, Dr. Herbert E. Schmitz. One lecture will be given 
each morning and the remainder of the day will be given over 
to informal conferences in the dispensaries at the Research 
Hospital, ward walks at both Cook County and Research hos. 
pitals, special demonstrations of technics, round table discys- 
sions, manikin work and other special activities. 


Chicago 

Courses in Obstetrics.—The Illinois State Department of 
Public Health and the U. S. Children’s Bureau are sponsoring 
ten four week courses in obstetrics during 1941-1942 at the 
Chicago Lying-in Hospital, University of Chicago, beginning 
June 30. Only a limited number of physicians will be accepted 
for each course. Members of the university staff will par- 
ticipate in the courses, which include lectures, clinics and birth 
room demonstrations. Application and inquiries should be 
addressed to Postgraduate Course, Department of Obstetrics 
and Gynecology, 5848 Drexel Avenue. 


New Appointments in Psychiatry at Illinois. — Dr. 
Francis J. Gerty, clinical professor and chairman of the depart- 
ment of neurology and psychiatry, Loyola University School 
of Medicine, has been appointed professor and head of the 
department of psychiatry at the University of Illinois College 
of Medicine, filling the vacancy brought about by the death 
of Dr. Harold Douglas Singer last August. This appointment 
was effective June 1. Dr. Paul L. Schroeder, professor and 
head of the department of criminology, social hygiene and 
medical jurisprudence at the university, will become professor 
of psychiatry, September 1. Dr. Schroeder will also be in 
charge of child psychiatry and of the children’s ward in the 
Neuropsychiatric Fnstitute at the school. Dr. Gerty was born 
in Chicago in 1892, graduating at Loyola in 1921. He taught 
in the Chicago public schools from 1912 to 1916 and since 
1922 has been superintendent of Cook County Psychopathic 
Hospital and county physician. He was associate professor oi 
nervous and mental diseases at Loyola from 1926 to 1930, when 
he was named professor and head of the department. Born 
in Hoyleton, Ill, in 1894, Dr. Schroeder graduated at Illinois 
in 1919. He was neuropsychiatrist with the U. S. Veterans 
Bureau from 1921 to 1922; assistant managing officer and 
acting managing officer at the Lincoln State School and Colony, 
1922-1924, and psychiatrist, division of criminology, state depart- 
ment of public welfare, 1924-1930. He has been state crimin- 
ologist, director of the Institute for Juvenile Research and 
professor and head of the department of criminology at Illinois 
since 1931. In 1940 he was president of the American Ortho- 
psychiatric Association. 


KANSAS 


Postgraduate Clinics.—The University of Kansas School 
of Medicine, Lawrence-Kansas City, conducted its tenth annual 
postgraduate clinics, April 7-10. This year emphasis was 
placed on diagnostic and therapeutic procedures. The session 
concluded with a symposium on sulfonamide drugs, presented 
by Drs. Ralph H. Major, Leroy A. Calkins, Nelse F. Ocker- 
blad, James B. Weaver, all of Kansas City, Mo., and Tom R. 
Hamilton, Kansas City. 

The Porter Lectures.—Dr. Frederick A. Coller, protessor 
of surgery, University of Michigan Medical School, Ann Arbor, 
delivered the eleventh course of lectures under the Porter 
Lectureship in Medicine of the University of Kansas School 
of Medicine, Lawrence-Kansas City, May 20-21. His subjects 
were “The Role of Fascia in the Spread of Infection,” “The 
Historical Relation of Medicine and Surgery” and “Treatment 
of Wounds with Special Reference to Those Produced by 


War.” 
KENTUCKY 


Personal.—Dr. John Henry Rompf, clinical director 0! the 
Eastern State Hospital, Lexington, has been called to military 
service and Dr. Anthony E. Coletti, formerly of Norfolk, Neb. 
has succeeded him at the hospital——Dr. Emil A. Steet, 
Somerset, has resigned as health officer of Pulaski County: 
Dr. Lee A. Dare, formerly of Lawrenceburg, has resigne¢ 
as health officer of Anderson County, and Dr. Paul D. Moor 
Calhoun, has resigned in McLean County. 
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Dr. Gary Heads State Association. — Dr. William E. 
Gary, Hopkinsville, has been named president of the Kentucky 
State. Medical Association to fill the unexpired term of the 
mte Dr. Austin Bell, Hopkinsville. Dr. Bell died suddenly 
iy Louisville, April 3. Dr. Gary will serve until the annual 
meeting of the association, September 29-October 2, when 
Dr. Elmer L. Henderson, Louisville, will become president. 

Society News.— A symposium on military medicine was 
presented before the Jefferson County Medical Society, Louis- 
ville, May 19, by Lieut. Col. Claude D. Holmes, M. C., U. S. 
Army, Fort Knox, on “Surgical Problems of Army Service” ; 
Lieut. Col. Alvin J. Bayley, M. C., U. S. Army, Fort Knox, 
“Prevention and Treatment of Acute Respiratory Disease at 
Fort Knox, Winter of 1940-1941”; Major William N. Lips- 
comb, Louisville, “Medical Phases of Selective Service,” and 
Capt. Gus W. Neece, flight surgeon, Patterson Field, Fair- 
field, Ohio, “Aviation Medicine.” Drs. David Woolfolk 
Barrow and William T. Briggs, Lexington, addressed the 
Fayette County Medical Society in Lexington, April 8, on 
“Treatment of Peripheral Vascular Disease” and “Bladder 
Symptoms with Normal or Apparently Normal Urine in the 
Female” respectively. 


MASSACHUSETTS 


Dr. Beecher Made Professor.—Dr. Henry K. Beecher, 
associate in anesthesia at Harvard Medical School, Boston, 
has been appointed professor to fill the Dr. Henry Isiah Dorr 
Chair of Research and Teaching in Anesthetics and Anes- 
thesia at the school. Dr. Beecher graduated at Harvard in 
1932. 

Course in Public Health Engineering.—The department 
of biology and public health, Massachusetts Institute of Tech- 
nology, Cambridge, announces a summer course in public health 
engineering, June 16-July 25. Subjects to be covered are civil 
and military sanitation, sanitary bacteriology, sanitary biology 
and sanitary chemistry. For further information write to 
Murray P. Horwood, Ph.D., Room 10-439, Massachusetts Insti- 
tute of Technology, Cambridge. 

District Society Observes One Hundredth Anni- 
versary.— The Essex North District Medical Society cele- 
brated its one hundredth anniversary in Lawrence, May 7. 
The program included an inspection of the city’s hospitals and 
a visit to various textile plants. The annual dinner was 
addressed by Drs. Walter G. Phippen, Salem, president of 
the Massachusetts Medical Society, and Frank H. Lahey, 
Boston, President-Elect of the American Medical Association. 
Three dramatizations of important medical events that occurred 
within the past hundred years were presented by members of 
the society, under the direction of Dr. Benjamin Spector, pro- 
fessor of anatomy and medical history, Tufts College Medical 
School, Boston. Old photographs, instruments and manuscripts 
of historical significance pertinent to the hundred years’ exis- 
tence of the society were on display. A ladies’ program was 
also held to commemorate the anniversary. 


MINNESOTA 


Duluth’s First Citizen for 1940.—Dr. William R. Bagley, 
who has been practicing medicine in Duluth for forty-three 
years, has been selected as the city’s “first citizen” for 1940, 
it was announced at the seventeenth annual “Hall of Fame” 
dinner, March 29. Dr. Bagley was presented with an Ameri- 
can Legion plaque emblematic of his membership in Duluth’s 
immortal body,” and his picture will be placed in the Hall of 
Fame corridor in the city hall. This idea was conceived by 
the David Wisted post of the Legion in Duluth in 1925. The 
choice of Dr. Bagley for this honor was made by the presidents 
of the eighteen leading civic and community clubs and women’s 
organizations for “his work last year in the Duluth, state and 
national Izaak Walton leagues (for high school students), for 
his service as a member of the board of directors of the Cham- 
ber of Commerce and for his community leadership as president 
of the Rotary Club.” He graduated at the University of Michi- 
gan Medical School, Ann Arbor, in 1898. 


MISSOURI 


Society News.—The St. Louis Medical Society was 
addressed, April 22, by Drs. John H. Hershey on “Lateral 
Approach to a Diverticulum of the Cervical Portion of the 
Esophagus” and Vorest H. Staley, “Some Physicochemical 
Siudies on a Case of Pancreatic Fistula Following Operation 
for Acute Hemorrhagic Pancreatitis.” Dr. John H. Peck, 
Oakdale, lowa, discussed “An Evaluation of the Modern Meth- 
ods Used in the Diagnosis and Treatment of Pulmonary Tuber- 
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culosis” before the society, April 8 ——Dr. James H. Danglade, 
Kansas City, presented “Arterial Hypertension—A_ Critical 
Review of Recent Progress in Classification, Etiology and 
Treatment” before the Jackson County Medical Society in 
Kansas City, April 22, and Dr. Frederick A. Jostes, St. Louis, 
showed a motion picture on “Backache.” 

Gibbs Medal to Dr. Doisy.—Edward A. Doisy, Ph.D., 
professor of biochemistry and director of the department, St. 
Louis University School of Medicine, St. Louis, received the 
1941 Willard Gibbs Medal of the Chicago section of the 
American Chemical Society at a meeting in Chicago, May 23, 
in recognition of “conspicuous contributions to chemistry.” The 
presentation was made by William Lloyd Evans, Ph.D., pro- 
fessor and chairman of the department of chemistry, Ohio 
State University, Columbus, president of the American Chem- 
ical Society, and Ernest H. Volwiler, Ph.D., of the Abbott 
Laboratories, North Chicago, Ill, described the — scientific 
achievements of Dr. Doisy, who is credited with first isolating 
pure vitamin K. Born in Hume, IIL, in 1893, Dr. Doisy took 
his doctorate at Harvard University, Cambridge, Mass., in 
1920. He was assistant in biochemistry at Harvard Medical 
School, Boston, from 1915 to 1917. He was instructor, asso- 
ciate and associate professor of biochemistry at Washington 
University School of Medicine, St. Louis, from 1919 to 1923, 
when he went to St. Louis University. He received the gold 
medal of the St. Louis Medical Society in 1935, the Philip A. 
Conné Medal of the Chemists Club of New York in 1935 
and the St. Louis Award in 1939. He has given special lec- 
tures throughout the country from time to time and has written 
numerous articles on his researches. 


NEW JERSEY 


Society News.—Dr. Evan W. Thomas, New York, 
addressed the Bergen County Medical Society, Englewood, 
May 13, on “Modern Treatment of Syphilis.” At a meet- 
ing of the Morris County Medical Society at the Shonghum 
Mountain Sanatorium, Morristown, May 15, the speakers were 
Drs. Samuel C. Haven, Morristown, and William K. Booth, 
Boonton, on early history and recent activities, respectively, of 
the sanatorium and Dr. Paul Geary, Plainfield, on “Surgical 
Treatment of Pulmonary Tuberculosis.” Speakers at the 
annual meeting of the Cape May County Medical Society, 
Ocean City, May 13, included Drs. Chester I. Ulmer, Gibbs- 
town, on “Are You Aiding the Public in Self Medication?” 
and Frederic J. Quigley, Union City, “Why a Legislative 


Committee ?” 
NEW YORK 


Mental Hygiene Unit in County Health Department.— 
Dr. George M. Lott of Amityville, L. L, has been appointed 
director of a new mental hygiene unit in the Suffolk County 
Department of Health, with headquarters in Riverhead. The 
county board of supervisors authorized an appropriation last 
October of $17,000 to establish the service, and state aid will 
also be available, it was said. This is believed to be the first 
mental hygiene service organized under a county health depart- 
ment. It was supported by the medical profession and by 
many state and local health and civic agencies. In addition 
to Dr. Lott, the personnel will consist of a psychologist, two 
psychiatric social workers and a clerk. Dr. Lott graduated 
from the University of Colorado School of Medicine in 1928. 
He has served a fellowship in psychiatry at the Institute for 
Child Guidance in New York and for four years was director 
of the bureau of child guidance and state psychiatrist of Rhode 
Island. From 1936 to 1939 he was psychiatrist in the bureau 
of child guidance of the board of education of New York City 
and has recently been engaged in private practice. 


New York City 


Doctors’ Concert.—The Doctors’ Orchestral Society of New 
York held its third annual concert at Town Hall, May 9, under 
the auspices of the Physicians’ Wives League of Greater New 
York for the aid of their relief fund. Fritz Mahler conducted 
and Michel Piastro, concertmaster of the New York Phil- 
harmonic Symphony Orchestra, was the soloist. 

Hospital News.—Dr. Abraham M. Rabiner, Brooklyn, has 
been appointed clinical director of the Jewish Sanitarium and 
Hospital for Chronic Diseases in conjunction with a program 
to further research in the field of incurable diseases. —— Dr. 
John P. Peters, New Haven, Conn., addressed the Journal 
Club of Montefiore Hospital, March 17, on “Clinical Implica- 
tion of the Newer Knowledge of Carbohydrate Metabolism.” 
Dr. Maurice B. Visscher, Minneapolis, was the speaker, April 
14, on “Experimental Analyses of the Action of Several Car- , 
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diac Glucosides,” and Dr. Samuel Soskin, Chicago, spoke, 
May 7, on “Newer Concepts of Diabetes.” Dr. John H. 
Travis, superintendent of Willard State Hospital, Willard, 
N. Y., has been appointed superintendent of Manhattan State 
Hospital on Ward’s Island. Dr. John R. Knapp has recently 
been acting superintendent at Manhattan. Roosevelt Hospi- 
tal has organized a catastrophe unit to serve at major acci- 
dents. Two teams of thirteen physicians each and three teams 
of thirteen nurses each were to be selected for service, avail- 
able at all hours. Establishment of the unit was financed by 
a trustee of the hospital. 


NORTH CAROLINA 


State Tuberculosis Meeting.—The annual meeting of the 
North Carolina Tuberculosis Association was held in Greens- 
boro, April 30, with Dr. Harry E. Kleinschmidt, director of 
health education of the National Tuberculosis Association, 
New York, as the guest speaker. Dr. Charles W. Armstrong, 
Salisbury, was elected president. 

Personal.—Dr. Dudley W. Smith, Waynesville, has gone to 
England to serve with the American Hospital near London 
for six months, it is reported. Dr. Will H. Lassiter Jr., 
Selma, has been appointed health officer of Johnston County 
to succeed Dr. James H. Bunn Jr., Smithfield, who resigned 
to enter military service. Dr. Paul R. Macfadyen Jr., Con- 
cord, recently acting health officer of Cabarrus County, has 
been appointed in Richmond County to succeed Dr. Tidal 
Boyce Henry, Rockingham. 

Special Societies.— Dr. Archibald A. Barron, Charlotte, 
was elected president of the North Carolina Neuropsychiatric 
Association at a meeting in Durham recently; Dr. Fonso B. 
Watkins, Morganton, vice president, and Dr. Robert Burke 
Suitt, Durham, secretary. Dr. Walter Freeman, Washington, 
D. C., was the guest speaker on “Indications, Procedures and 
Results in Prefrontal Lobotomies.” Dr. Brodie C. Nalle, 
Charlotte, was elected president of the North Carolina Obstet- 
rical Society at a meeting at Mid-Pines in March. Re. 
James B. Whittington, Winston-Salem, was named president- 
elect of the North Carolina Hospital Association at a business 
meeting in Charlotte, April 23, and Mr. J. Lyman Melvin, 
Rocky Mount, became president. 


PENNSYLVANIA 


Hospital Addition.—A new wing providing additional 
facilities especially for the diagnostic department was recently 
dedicated at George F. Geisinger Memorial Hospital, Danville. 
The third floor has operating rooms, offices and space for the 
urologic department; the second is given over entirely to the 
department of medicine with examining rooms and clinical 
laboratories among other facilities; the basement floor pro- 
vides a central supply room, sterilizing room and_ solution 
preparation room. The architects were Stevens and Lee, 


Boston. 
Philadelphia 


Jarecki Lecture.—The seventh annual Edwin A. Jarecki 
Memorial Lecture was presented at the Jewish Hospital, May 
1, by Dr. Frank H. Lahey, Boston, President-Elect of the 
American Medical Association. His subject was “Lesions of 
the Stomach, Duodenum and Jejunum.” 

Strittmatter Award to Dr. Reeves—Da Costa Oration. 
—The Philadelphia County Medical Society conferred the De. 
I. P. Strittmatter Award, a gold medal and scroll, on Dr. Rufus 
S. Reeves at a meeting, May 2. The award was given to Dr. 
Reeves in recognition of his work as chairman of the annual 
Postgraduate Institute sponsored during the past six years 
by the county society. Dr. Reeves was president of the county 
society in 1939 and is now chairman of its committee on 
nutrition and deficiency diseases. He graduated from the Uni- 
versity of Pennsylvania School of Medicine in 1912. On the 
same evening Dr. George P. Miller, professor of surgery, 
Jefferson Medical College, delivered the annual Dr. John Chal- 
mers Da Costa Oration on “Surgical Aspects of Cancer of 


the Stomach.” 
UTAH 


State Medical Meeting in Salt Lake City.—The forty- 
seventh annual meeting of the Utah State Medical Association 
will be held at Kingsbury Hall, University of Utah, Salt Lake 
City, June 12-14, under the presidency of Dr. Alfred C. Cal- 
lister, Salt Lake City. Guest speakers will include: 

Dr. James Barrett Brown, St. Louis, Management of Compound Facial 


Injuries; Surgical Lesions of the Face, Mouth and Neck. 
Dr. Alfred J. Cone, St. Louis, Ear, Nose and Throat Problems in 


Rheumatic, Diabetic and Nephritic Children. 
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Dr. Robert J. Crossen, St. Louis, Diagnosis, Prophylaxis and Treat. 
ment of Uterine Carcinoma; Functional Uterine Bleeding; Dysmen. 
orrhea. 

Dr. Everett D. Plass, Iowa City, Hyperemesis Gravidarum; Treatment 
of Puerperal Infections. 

Dr. John M. Rector, San Francisco, Present Status of Immunization 
Procedures; the Acutely Ill Child. 

Dr. Edward H. Rynearson, Rochester, Minn., Hyperinsulinism: Endo- 
crinology—A Critical Review. 

Dr. Cyrus C. Sturgis, Ann Arbor, Mich., Treatment of the Anemias: 
The Hemorrhagic Diseases. : 

The guest speakers will also conduct clinics. “The Doctor's 

Place in National Defense” will be the theme of a symposium 
and round table discussion Thursday evening. A similar pro- 
gram will be held on industrial diseases Saturday afternooy 
with the following speakers: Donald E. Cummings, BS, 
associate professor of medicine, University of Colorado School 
of Medicine, Denver, on “Chemical Hazards in Industry’: 
Mr. Homer L. Sampson, New York, “X-Ray Considerations 
in Chest Diagnosis,” and Dr. Carl M. Peterson, Secretary, 
Council on Industrial Health, American Medical Association, 
Chicago, “Industrial Hygiene in National Defense.” At the 
annual banquet Friday evening Dr. Russell G. Frazier, Brig- 
ham Canyon, medical officer for the U. S. Antarctic Expedition, 
will discuss his experiences in the Antarctic. 


VIRGINIA 


Postgraduate Course in Medicine.— The University of 
Virginia Department of Medicine, University, is offering a 
course on recent advances in medicine, June 16-21. The regis- 
tration limit is fifty. The first similar course was given last 
year. This year there will be clinics instead of ward rounds, 
according to the announcement. Final reservations must be 
made by June 10. Dr. Staige D. Blackford, Box 1174, Uni- 
versity Post Office, Charlottesville, is chairman of the com- 
mittee on postgraduate clinics. 


The McGuire Lectures.—Dr. Alfred Blalock, professor of 
surgery, Vanderbilt University School of Medicine, Nashville, 
Tenn., delivered the McGuire Lectures at the Medical Col- 
lege of Virginia, Richmond, April 24-25. His subjects were 
“Pathogenesis of Shock” and “Prevention and Treatment of 
Shock.” The annual postgraduate lectures were presented at 
the college, April 25, on the general topic of treatment of 
trauma and shock in wartime. Speakers on this program 
were: 

Dr. Lennox R. Broster, London, England, Recent Developments in the 

Treatment of War Wounds. 

Lieut. Col. David N. W. Grant, medical division, U. S. Army Air 

Corps, Occupational Fatigue as Manifested in Flying Personnel. 

Dr. Henry K. U. Beecher, Boston, Clinical Aspects of Anesthesia and 

Shock. 
Dr. Claude C. Coleman, Richmond, Penetrating Wounds of the Brain. 
Dr. Harry J. Warthen Jr., Richmond, Gas Bacillus Infection. 


WISCONSIN 


Dr. Buerki Goes to University of Pennsylvania.—Dr. 
Robin C. Buerki, medical superintendent of the State of Wis- 
consin General Hospital, Madison, has been appointed dean ot 
the University of Pennsylvania Graduate School of Medicine 
to succeed George H. Meeker, Ph.D., who will retire Octo- 
ber 1. In addition Dr. Buerki will be director of hospitals 
of the University of Pennsylvania, a newly created post in 
which he will have direction over the University Hospital, 
the Graduate Hospital and the Orthopedic Hospital, the unt- 
versity announces. Dr. Buerki, who graduated from the Uni- 
versity of Pennsylvania School of Medicine in 1917, is also 
executive secretary to the dean of the University of Wisconsin 
Medical School and professor of hospital administration in the 
school. From 1938 to 1940 he was on leave from Wisconsit 
to direct a survey of graduate medical education for the Com- 
mission on Graduate Medical Education. Dr. Buerki has been 
president of the American Hospital Association and ot the 
American College of Hospital Administrators. Dr. Meeker has 
been dean of the graduate school of medicine at Pennsylvania 
since it was opened in 1919 and has also served as manager 
of the Graduate Hospital, professor of chemistry in the school 
of medicine and professor of biochemistry in the graduate 
school. He received the degree of doctor of philosophy trom 
Lafayette College, Easton, Pa., in 1893 and has received 
honorary doctorates in science from the University of Penn- 
sylvania and Villanova College and in laws from Ursinus and 
Lafayette colleges. 
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GENERAL 


New Director of Scientific Research at Meat Insti- 
tute——Henry R. Kraybill, Ph.D., professor and head of the 
department of agricultural chemistry, Purdue University, 
Lafayette, Ind., has been appointed director of the department 
of scientific research of the American Meat Institute, succeed- 
ing Winford Lee Lewis, Ph.D., who asked to be relieved 
because of ill health. Dr. Lewis, who has held the position 
since 1924, will be associated with the institute in an advisory 
capacity. Dr. Kraybill has been professor and head of the 
department at Purdue since 1926 and concurrently state chemist 
and seed commissioner. 

Meeting of Thoracic Surgeons.—The American Associa- 
tion for Thoracig Surgery will hold its annual session in 
Toronto, Connie 9-11, under the presidency of Dr. Fraser 
B. Gurd, Montreal, whose official address will be on “Pulmo- 
nary Abscess.” The program will consider the following topics, 
among others: surgical treatment of pulmonary tuberculosis 
with and without endobronchial involvement, carcinoma of the 
lung, carcinoma of the esophagus and pulmonary suppuration. 
The entire first day and evening will be devoted to the tuber- 
culosis problem. At the annual dinner Tuesday evening Wing 
Commander George E. Hall, Weston, Ont., will speak on 
“Aviation Medicine.” 

Private Flying Safety Record Improves.—Airplanes in 
private use flew 991,842 miles per fatal accident, 1,168,367 per 
pilot fatality and 1,659,420 per passenger fatality in 1940, the 
Civil Aeronautics Administration reported. In 1936 they flew 
only 586,920 miles per fatal accident. In 1940 there were 231 
fatal accidents in which 196 pilots, 138 passengers, 13 students 
and 9 ground crew or third parties, a total of 356, were killed. 
In the last six months of 1940 there were 30,000 students in 
training in the Civilian Pilot Training Program. They flew 
96,000,000 miles during the year with a total of 31 fatalities, 
including both students and instructors, the report stated. This 
shows 3,160,000 miles flown per fatality, the highest figure 
ever established in private flying, it was said. 

Changes in Status of Licensure.—The Illinois State 
en of Registration and Education announces the fol- 
owing : 

Dr. Charles E. Leary, Du Bois, license restored Oct. 9, 1940. 

The Massachusetts Board of Registration in Medicine recently 
reported the following : 

Dr. Michael Litvich, Revere, license restored, March 13. 

Dr. Anthony P. Carogana, Chelsea, license restored. 

The New York State Board of Medical Examiners recently 
reported the following action: 

Dr. Alice M. Heinrich Chairman, New York, license revoked. 

Dr. Isaac Workman, Brooklyn, license revoked, February 21. 

The Virginia State Board of Medical Examiners recently 
reported the following action taken Dec. 4, 1940: 

Dr. Robert S. Fitzgerald, Logan, W. Va., Vieginia license restored. 

Dr. Ulysses S. McCoy, Petersburg, license restored. 

The Public Health Council of West Virginia recently 
reported the following action: 


Dr. Elmer Groves Kesler, formerly of Williamsburg, license revoked 
Oct. 31, 1940, following conviction of a felony. 
Dr. John B. Rosier, Philippi, license restored, March 3. 


American Neurological Association.—The sixty-seventh 
annual meeting of the American Neurological Association will 
be held at the Ambassador Hotel, Atlantic City, June 9-11. 
Speakers will include: 

Drs. Eldridge H. Campbell Jr., Nathan F. Fradkin, Basile Lipetz, 
Albany, N. Y., Myasthenia Gravis Treated by Removal of Thymic 
Tumor: Report of Two Cases. 

Drs. James C. White and Jost J. Michelsen, Boston, Treatment of 
 ornigis Hydrocephalus in Adults by Drainage of the Ventricular 
System. 

Drs. Andrew J. E. Akelaitis, Wilford A. Risteen and William P. Van 
Wagenen, Rochester, N. Y., and R. Yorke Herren, Portland, Ore., A 
Contribution to the Study of Dyspraxia and Apraxia Following 
Partial and Complete Section of the Corpus Callosum. 

Drs. Herman I. Wortis, Norman H. Jolliffe, Martin H. Stein and 
Ernest Beuding, New York, Clinical and Chemical Studies in 
Wernicke’s Syndrome. 


~— Howard A. Howe and David Bodian, Baltimore, Relation of Fiber 
I athways to Local Immunity in Experimental Poliomyelitis. 
‘ts. James Lawrence Pool and Paul F. A. Hoefer, New York, Con- 


duction of Cortical Impulses in Experimental Convulsive Seizures. 
> Lawrence C. Kolb, Maxwell M. Wintrobe, Cecil Mushatt and 
wocen L. Miller Jr., Baltimore, Degeneration of the Primary Sensory 
* curon in Pigs from Nutritional Deficiency. 
a William Horsley Gantt and W. J. Brogden, Ph.D., Cerebellar 
onditioned Reflexes. 


; the American Association of Neuropathologists will hold its 
‘clung at the Ambassador Hotel on June 9. 


MEDICAL 


NEWS 2609 


Bequests and Donations.— The following bequests and 
donations have recently been announced : 

New York Dispensary, Presbyterian Hospital, New York Eye and Far 
Infirmary, Lincoln Hospital and Home, New York Hospital and New 
York Orthopaedic Dispensary and Hospital, each $100,000 by the will of 
Miss Caroline White. All are in New York. 

Mount Sinai Hospital, New York, $1,000 by the will of the late Mrs. 
— Hirschman; $35,000 under the will of the late William N. 

ohen. 

New York Post-Graduate Medical School and Hospital, $25,000 from the 
will of the late Mrs. Florence Brevoort Eickemeyer, Yonkers, N. Y. 

Abington Memorial Hospital, Abington, Pa., and the Philadelphia Health 
Council, $1,000 each by the will of the late Mrs. George Horace Lorimer. 

Es’Dorn Hospital, Walterboro, S. C., $1,000 from the estate of Frank- 
lyn L. Hutton, New York. 

New York Orthopaedic Dispensary and Hospital, $100,000 and a 
contingent bequest ot the residuary estate of Miss Josephine C. Smith, 


Philadelphia. 
Montefiore, Mount Sinai and Beth Israel hospitals, New York, $106,863 


each by the will of the late James Ulmann. i : 
Lake County Memorial Hospital, Painesville, Ohio, $5,000 by the will 


of Mrs. Alice Maury Parmelee. 

Deaconess Hospital, Spokane, Wash., property valued at $233,362.50 
from the estate of the late Dr. Theodore Chamberlin, Concord, Mass., in 
memory of his brother, Frederick Dean Chamberlin, a Spokane pioneer. 

Vital Statistics for 1939.—The death rate for the United 
States registration area in 1939 was 10.6, the lowest ever 
recorded, according to a final report issued by the U. S. Bureau 
of the Census. The birth rate declined from 17.6 per thousand 
of estimated population in 1938 to 17.3 in 1939. There were 
2,265,588 births and 1,387,897 deaths reported for the year. 
Death rates for such causes as heart disease, cancer and dia- 
betes were higher than ever, but those for influenza and pneu- 
monia, for tuberculosis and the infant and maternal mortality 
rates were the lowest ever reported for the death registration 
area. Death rates for selected causes showed 43.2 per hundred 
thousand of population for tuberculosis, 59.4 for pneumonia and 
16.4 for influenza. Cancer showed the highest rate for cancer 
of the digestive organs and peritoneum, 54.9; female genital 
organs 15.9, breast 11.4 and other forms 35.6. The rate for 
diabetes was 25.6. Rates for heart disease were: chronic 
rheumatic diseases of the heart 20.1, diseases of coronary 
arteries and angina pectoris 68.5, other forms of heart disease 
187.6. Nephritis showed a rate of 83.1. The suicide rate was 
14.2, which was smaller than that for the preceding four years 
shown in the table. Motor vehicle accidents gave a rate of 
24.8 and other accidents 46.1. A table analyzing causes of 
death in infants under 1 year of age gave the highest causes 
as premature birth, 32,251 out of a total of 108,846 infant 
deaths; pneumonia 13,786; congenital malformations 10,390; 
injury at birth 10,164; diarrhea, enteritis etc. 9,096; influenza 
2,311 and whooping cough 2,013. Of 37,997 deaths due to 
transportation accidents, 30,468 occurred in automobile acci- 
dents; 1,329 in train and automobile accidents and 3,394 in 
other railway accidents; 1,087 in water transport and 396 in 


air transport. 
CANADA 


Balfour Lectureship.—Dr. David Cheever, associate pro- 
fessor of surgery emeritus, Harvard Medical School, Boston, 
was the speaker for the fifteenth annual Donald C. Balfour 
Lectureship in Surgery, April 5, at the University of Toronto 
Faculty of Medicine. His subject was “War—Its Tolls and 
Its Trtbutes.” 

Canadian Medical Association.—The  seventy-second 
annual meeting of the Canadian Medical Association will be 
held at the Hotel Alexandra, Winnipeg, June 23-27, under the 
presidency of Dr. Duncan Graham, Toronto. Among speakers 
at general sessions will be: 

Dr. William F. Braasch, Rochester, Minn., The Surgical Kidney as a 

Factor with Hypertension. 


Dr. Rustin McIntosh, New York, Jaundice. 
Drs. Ralph M. Tovell and Curtiss B. Hickcox, Hartford, Conn., The 


Present Status of Cyclopropane. 

Dr. Adam F. Menzies, Morden, Man., Postwar Medical Problems. 

Dr. Gordon E. Richards, Toronto, Ten Years’ Progress in the Radio- 

therapy of Oral Cancer. 

The section of military medicine will have a symposium on 
“Medical Aspects of Casualties Returning from Overseas,” 
with the following speakers: Lieut.-Col. Andrew M. Davidson, 
Capt. Harry S. Atkinson, Lieut.-Col. Thomas E. Holland, Major 
Harry G. Grieve and Major Morley R. Elliott, all of the Royal 
Canadian Army Medical Corps; Wing Commander George E. 
Hall, Ottawa, Royal Canadian Air Force, and Drs. James D. 
Adamson and John A. Gunn, Winnipeg. A message from the 
association states that physicians of the United States will be 
welcome to this meeting, that no passports are required and 
that there are no financial or commercial restrictions. Other 
hotels in addition to the Alexandra are the Fort Garry, St. 
Charles, Marlborough, St. Regis and the Mall. There are 
hard surface, all weather roads leading to Winnipeg via Emer- 
son or Kenora. 
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LONDON 
(From Our Regular Correspondent) 
March 22, 1941. 
The Ophthalmic Quacks of London 

An ophthalmic surgeon, Mr. E. W. Brewerton, has contributed 
to St. Bartholomew's Hospital Journal an account of the ophthal- 
mic quacks who have flourished in London during the last twenty 
years. These quacks may be classified as (1) those who say 
that every chronic eye condition can be cured by glasses, (2) 
those who claim the same for other means, usually electricity, 
(3) those who claim to relieve every error of refraction by 
exercises and say that all glasses are unnecessary, (4) the osteo- 
paths, who will guarantee a cure for everything from pruritus 
ani to detached retina by replacing a displaced vertebra and 
(5) the psychoanalysts. The first class orders patients suffer- 
ing from errors of refraction, cataract, optic atrophy or macular 
degeneration to read for a certain number of hours daily with 
strong magnifying glasses. A man named Fournier, who was 
backed by a well known admiral, was the originator of this 
method. He claimed that his glasses were of secret manufac- 
ture. He flourished for many years until the business was 
taken over by Wright, who died after a few years lucrative 
practice, to be followed by his brother. The present proprietor 
of the business displays in his waiting room a printed notice 
that he cured a certain cabinet minister when London ophthal- 
mologists failed. 

The quacks who claim to cure by electricity flourish on the 
many who have a horror of operation on the eye. A man with 
advancing cataract was told to attend three times a week at a 
fee of $30. One pole of a galvanic battery was applied to the 
neck and the other was passed round the orbit. At every visit 
the nurse told him he was better, but as his vision deteriorated 
the chair was put nearer to the type to make him believe that 
he was improving. At least six rooms used in the house were 
always full; the proprietor must have been making $250,000 a 
year. The patient was told that his was a very difficult case 
and that another course was necessary. This he declined. 

Those who treat presbyopia and errors of refraction by exer- 
cise and say that all glasses are unnecessary deny that accom- 
modation depends on the ciliary muscle and attribute it to the 
extrinsic muscles of the globe. Their leader says that the more 
the eyes are used the stronger they get and that light, especially 
sunlight, is a cure for all kinds of defective sight. Mr. Brewer- 
ton mentions the case of a boy with 4 diopters of myopia who 
was promised a cure. After twelve months’ treatment by 
exercises he could not see 6/60 and his error is now 4.5 diopters. 


Marriage of Relatives 

Since 1603 the Church of England has had “A Table of 
Kindred and Affinity, wherein whosoever are related are for- 
bidden in Scripture and our Laws to marry together.” This 
table was drawn up by Calvin but is ultimately derived from 
the Levitical code. It became the law of England in 1603 and 
remained so without modification for three hundred years. 
There are thirty prohibitions for each sex. Close relation by 
marriage was as much a ground of prohibition as consanguinity. 
Thus marriage with a deceased wife’s sister was banned equally 
with marriage with a sister. Reform which began in 1907, 
made marriage with a deceased wife’s sister legal. The whole 
subject was reconsidered recently when the archbishop of 
Canterbury appointed an ecclesiastical commission which has 
presented a report. Expert evidence was obtained on the 
scientific aspect. 

Prof. J]. B. S. Haldane, F.R.S., the geneticist, points out that 
the danger in consanguineous marriages is the production in the 
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offspring of diseases depending on recessive genes. Examples 
are furnished by albinism, porphyrinuria, xeroderma pigmep. 
tosum, keratoma malignum, ichthyosis congenita, retinitis pig- 
mentosa, amaurotic idiocy, deaf-mutism and congenital diplegia. 
In consanguineous marriages the probability of a recessive gene 
for these conditions being present in both parents is much 
greater than when the parents are not related. Thus albinism 
occurs with a frequency of one in forty thousand when the 
parents are not related, but one in eight hundred in incestyoys 
brother and sister unions and in one in three thousand ty, 
hundred in first cousin unions. But Haldane says that an abso- 
lute line of prohibition cannot be drawn on biologic grounds. 
Two goods—freedom and health—must be balanced against each 
other. He would not recommend prohibition of the marriage 
of first cousins but does not regard its prohibition as unscien- 
tific. He recommends that all existing prohibitions based on 
consanguinity, such as uncle and niece, should be continued 
But there is no valid scientific grounds for prohibiting such 
marriages as that of a man with his deceased wife's daughter, 
though the idea excites slight repugnance in him. 

The principal recommendation of the commission is a revised 
“table” differing from the original one in omitting the prohi- 
bitions of marriage with sister-in-law, sister’s son’s wife and 
wife’s niece. But some of these have already been abolished 
by Parliament. It will be seen that none of these marriages 
are consanguineous, so that all the original prohibitions of this 
nature stand. 


AUSTRALIA 
(From Our Regular Correspondent) 
Feb. 17, 1941. 
Causes of Invalidism in Military Service 

A clinical survey of the first group of invalid soldiers to be 
returned to Australia from abroad confirms the instructions 
already issued by the director general of medical services 
regarding the standards of physical fitness for recruits. All 
the patients carried on this voyage, and they include men from 
the New Zealand contingent as well as members of the Aus- 
tralian Imperial Force, have been boarded out as unfit for 
further service in the army abroad. Of 208 cases studied, 61 
were due to diseases of or injury to the nervous system. Cases 
listed under the board heading “anxiety states” are subdivided 
into three groups: (1) anxiety states developed after enlistment 
without any previous history of “nerves” or “nervous break- 
down,” (2) anxiety states associated with a previous history 
of mental breakdown and (3) anxiety states with visceral fixa- 
tion: (a) functional dyspepsia, (b) cardiac neurosis. Of all 
these cases twice as many occurred in the second as in any 
other group. Careful inquiry into the past histories of these 
patients showed that they were capable of “carrying on” in 
civil life in spite of minor breakdowns; but the strain of mili- 
tary life in active service quickly revealed their mental insta- 
bility. A large number might have been excluded from the 
army if a truthful history had been given in the first place; 
failing this, however, there is no certain method whereby these 
potential invalids can be detected. Epilepsy, postconcussional 
headache and mental aberration accounted for the remainder of 
nervous disabilities. The postconcussional headache syndrome 
deserves consideration, for patients in this group could not stand 
any training at all. All had definite histories of severe head 
injuries, with periods of unconsciousness at the time of the 
accident, and in many instances scalp scars could be seen of 
irregularities felt in the bones of the skull. From a study ol 
these and previous similar cases it is advised that no recruit 
with a history of severe concussion or head injury should be 
accepted for active service. 

Diseases of the respiratory system (58) have been divided 
into nontuberculous (mostly asthma) and tuberculous. In view 
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of the 41 cases of asthmatic disability, it has been recommended 
that any soldier who has suffered from asthma, or a long- 
sanding cough or in whom rhonchi can be detected in the 
jungs in the absence of a definitely acute infection, should be 
excluded. Of the 17 patients with pulmonary tuberculosis, 11 
were recalled on account of lesions discovered in the roentgeno- 
crams prior to embarkation. In the other 6 cases there was 
no record in the available papers of the result of routine roent- 
een examinations, but in all cases the diagnostic films suggested 
4 chronic lesion of more than a few months duration. This 
provides further proof of the usefulness of routine radiologic 
examination of the lungs on enlistment. 

The high proportion of patients (42) suffering from peptic 
ulcer demands consideration. In 88 per cent of these invalids 
symptoms of dyspepsia had been present prior to enlistment, 
and 9 had undergone operations for ulcers. Only 5 patients 
were convinced that the symptoms had originated during active 
service. This suggests that active service conditions are more 
polent in precipitating a relapse than in producing the disease 
de novo and confirms the accepted view that patients with 
peptic ulcers should exercise lifelong care with regard to their 
dict and living conditions. 

In view of these findings it has been recommended emphati- 
cally in Australia that subjects of nervous dyspepsia, hyper- 
chlorhydria or severe gastric disturbances should not go abroad. 

The incidence of painful back as a cause of invalidism is 
surprisingly high and suggests that a careful inquiry into the 
past history of back strain should be made prior to enlistment, 
particularly in men over 35 years of age. 

The special attention paid to examination of the feet of 
recruits has avoided any large wastage because of foot disa- 
bilities, and only 8 were invalided home on this account. 

It is gratifying to note, and reflects praise on the army medi- 
cal authorities, that the incidence of tropical diseases and of 
venereal infection are almost negligible. 

A review of these 208 cases then reveals a low incidence of 
diseases with detectable physical signs. The larger groups 
consist of those conditions which cause symptoms rather than 
physical signs. The inference is that, although the physical 
examination of recruits has been of a high standard, sufficient 
emphasis has not been laid on a careful clinical history. 


Conference on Public Health 


At a conference convened by the director general of health 
in New Zealand, Dr. M. H. Watt, to consider public health 
problems with especial reference to war conditions, attention 
was drawn to the high proportion of recruits who on medical 
examination were rejected for foot trouble. A preliminary 
investigation into the suitability of the lasts used for making 
lootwear in New Zealand, prompted by this observation, pointed 
to the fact that many of the lasts were unsatisfactory; and 
it has been decided to bring the matter to the notice of the 
Department of Industries and Commerce through the Royal 
Australian College of Surgeons. At the same conference it 
Was pointed out that influenza, rubella and cerebrospinal 
meningitis were at the moment of only secondary importance 
and presented no special difficulties. Attention was drawn, 
however, to the absence of any reference to sinus infections 
in the medical examinations of recruits. 

The question of mass radiography in tuberculosis control 
Was discussed at length. The success of the routine chest 
roeiitgen examination of recruits had brought the matter into 
Pronunence in New Zealand, and steps had already been taken 
in Wellington to investigate the application of miniature radi- 
graphy to the local civilian problem. 

. With regard to methods of quarantine and port health 
msjection, the conference resolved that full quarantine (by 
Which is meant the detention in quarantine stations of passen- 
a. and companies of ships on which a case of quarantinable 
“iscase has occurred) is highly expensive, inefficient and 
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impracticable and should be abandoned in favor of the English 
system whereby infectious patients on arriving ships are sent 
to isolation hospitals while other persons on board are allowed 
to go about their business under the surveillance of the local 
medical officers of health. 

It was reported that the incidence of gonorrhea and syphilis 
in military camps since the outbreak of war had been particu- 
larly small and that the introduction of facilities for pre- 
ventive treatment had met with considerable success. 

Dr. Muriel Bell, nutrition expert in the department of heaith, 
summarized the existing errors of diet in New Zealand. The 
average person probably (a) ate too much meat, sugar, cakes 
and confectionery and (>) ate too little fish, raw fruit, raw 
vegetables, milk, eggs, unrefined cereals and cheese. It was 
likely that in most homes there was a suboptimal intake of 
vitamin B, and that, as the majority of people were imper- 
vious to propaganda about whole meal bread, it was necessary 
to take steps to improve the vitamin content of white bread. 
This could be done either by adding synthetic vitamin B, to 
the bread or by increasing and improving the yeast used. 


Hydatid Disease in New Zealand 
A study of the recent data accumulated by Sir Louis Bar- 
nett, chairman of the New Zealand Hydatid Research Com- 
mittee, on the incidence of hydatid disease in New Zealand 
reveals that about 120 new cases of the disease are treated 
in that country each year and that about 16 of them are fatal. 
About half the country’s sheep and cattle have livers and 
lungs infected with hydatids, while a third or more of all 
country dogs harbor the adult parasite Taenia echinococcus. In 
spite of an intensive campaign of prevention there is no definite 
evidence yet that, taking New Zealand as a whole, hydatid 
infection is on the wane. The South Island, though only half 
as populous as the North Island, yet has almost as many cases 
of hydatid disease. This disproportion is largely due to a par- 

ticularly heavy infection in the Canterbury district. 





Marriages 


CuHartes GraNncer CHAPMAN, Columbia, S. C., to Miss 
Florence Radcliffe Clauss of Charleston, March 1. 

ALFRED FRANKLIN HAMMOND Jr., Polloksville, N. C., to 
Miss Lucy Olivia Barrow of Grifton in March. 

Puittrw Wesster Horn, Ardmore, Okla., to Miss Ruth 
Elizabeth Johnson of New Orleans, March 17. 

CourtLaNpt Dixon Berry, Rahway, N. J., to Miss Frances 
Woodward of Winter Park, Fla., February 15. 

Ratepn Carsone, Fort Lee, N. J., to Miss Ruth Stearn of 
Grantwood, at Camp Livingston, La., recently. 

James Barrett Cummins, Gloversville, N. Y., to Dr. 
Etta E. Foster of Glenside, Pa., March 15. 

Rosert Leon Bourtanp, Memphis, Tenn., to Miss Rosa 
Elizabeth Landess of Murray, Ky., March 5. 

Leon ToLtanp KENNEDY, Winston-Salem, N. C., to Miss 
Irene Storm in Mooresville, March 19. 

ALEXANDER A. York, High Point, N. C., to Mrs. Mary E. 
Inman of Washington, D. C., March 2. 

Marcus WuitmMan Henccocx, Champaign, IIl., to Miss 
Erma Bissell of Chicago, February 19. 

Georce L. Carrincton, Burlington, N. C., to Miss Eliza- 
beth Scott of Philadelphia, March 1. 

WiuiaMm J. Lancaster, Wilmington, N. C., to Miss Jean 
Lunden of Tampa, Fla., in March. 

Erastus GENAIR GoopMAN, Leland, N. C., to Miss Elizabeth 
Zuidema of Hampton, Va., in March. 

WittiaM L. Kirkpatrick to Miss Ellie Thompson, both of 
Waynesville, N. C., recently. 

ConNeELL Hutcuison MILLER to Miss Nettie Stewart, both 
of Sligo, Pa., March 14. 

Rosert L. Wape to Miss Mabel Mains, both of Coldwater, 
Mich., in April. 


reer Se rere 
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Deaths 


Allen Kramer Krause, Baltimore; Johns Hopkins Univer- 
sity School of Medicine, Baltimore, 1907; assistant in pathology, 
1907-1908, instructor in pathology, 1908-1909, associate pro- 
fessor of medicine and director of the Kenneth Dows Tuber- 
culosis Research Laboratory from 1916 to 1929, visiting lecturer 
in medicine from 1930 to 1932 and lecturer in medicine in 1932 
at his alma mater; fellow by courtesy in epidemiology, Johns 
Hopkins University School of Hygiene, from 1936 to 1939; 
in charge of the tuberculosis division of the Johns Hopkins 
Dispensary and associate physician, Johns Hopkins Hospital, 
from 1919 to 1929; director of the Desert Sanatorium, Tucson, 
Ariz., from 1929 to 1937; clinical professor of medicine, Stan- 
ford University School of Medicine, San Francisco, from 1929 
to 1937; clinical professor of medicine at the University of 
Southern California School of Medicine, Los Angeles, from 
1932 to 1937; member of the Association of American Physi- 
cians, American Society for Clinical Investigation, American 
Clinical and Climatological Association, American Association 
of Anatomists, American Association of Pathologists and Bac- 
teriologists and the Society of American Bacteriologists; fellow 
of the American College of Physicians; for many years member 
of the medical council of the Veterans Administration; assistant 
and assistant director of the Saranac Laboratory for Study of 
Tuberculosis from 1906 to 1916; in 1931 was awarded the 
Trudeau Medal of the National Tuberculosis Association; 
author of “Environment and Resistance in Tuberculosis” and 
“The Evolution of Tubercle’; contributor to Nelson’s Loose 
Leaf System of Medicine, Osler’s Modern Medicine, Cecil's 
Textbook of Medicine, Piersol’s Cyclopedia of Medicine and 
the Encyclopedia Britannica; formerly managing editor and 
editor of the American Review of Tuberculosis; for many years 
editor of the American section of Tubercle; aged 60; died, 
May 12. 

Matthias Nicoll Jr., ® Rye, N. Y.; College of Physicians 
and Surgeons, medical department of Columbia College, New 
York, 1892; chairman of the Section on Preventive and Indus- 
trial Medicine and Public Health of the American Medical 
Association, 1925-1926; formerly clinical professor of infectious 
diseases, University and Bellevue Hospital Medical College, 
New York; chief of the division of diagnosis and assistant 
director of the New York City Department of Health from 
1908 to 1914; secretary and director of public health educa- 
tion, New York State Department of Health from 1915 to 
1917; deputy commissioner of health from 1917 to 1923; com- 
missioner of health of New York from 1923 to 1930; commis- 
sioner of health of Westchester County from 1930 to 1938; 
past president of the State and Provincial Health Authorities 
of North America; member of the governing council and execu- 
tive board of the New York Academy of Medicine; for many 
years attending physician to the Willard Parker Hospital, Seton 
Hospital and the New York Foundling Hospital, New York; 
aged 73; died, May 13. 

Henry Keller Mohler @ Philadelphia; Jefferson Medical 
College of Philadelphia, 1912; in charge of the laboratory of 
clinical medicine, 1913-1914, instructor in medicine from 1913 
to 1922, demonstrator of medicine from 1922 to 1925, associate 
in medicine from 1925 to 1929, assistant professor from 1929 
to 1932, associate professor from 1932 to 1938, clinical professor 
of therapeutics from 1936 to 1938 and since 1938 dean and 
Sutherland M. Prevost professor of therapeutics at his alma 
mater; medical director of the Jefferson Medical College Hos- 
pital from 1914 to 1938, assistant physician from 1932 to 1938, 
attending physician since 1938 and physician in charge of the 
department of electrocardiology; served during the World 
War: fellow of the American College of Physicians; charter 
fellow of the American College of Hospital Administrators ; 
past president of the Hospital Association of Pennsylvania and 
of the Philadelphia Heart Association; director of the Phil- 
adelphia Health Council and Tuberculosis Association; member 
of the board of directors of the Children’s Heart Hospital; 
member of the city board of health; aged 54; died, May 16, 
of cerebral hemorrhage. 

Dudley Almonte Smith ® San Francisco; Jefferson Medi- 
cal College of Philadelphia, 1900; member of the House of 
Delegates from 1927 to 1930 and in 1932 and chairman of the 
Section on Gastro-Enterology and Proctology of the American 
Medical Association, 1930-1931; past president of the American 
Proctologic Society; fellow of the American College of 
Surgeons; clinical instructor in surgery at the University of 
California Medical School; aged 70; on the staffs of the Uni- 
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versity of California Hospital, St. Luke’s Hospital, Southern 
Pacific General Hospital and Mary’s Help Hospital, San 
Francisco; Alta Bates Hospital, Berkeley; Providence Hospital 
and Peralta Hospital, Oakland, where he died, April 24. 

Forrest Mullins Barfield ® Atlanta, Ga.; Atlanta Medica) 
College, 1915; member of the Southeastern Surgical Congress: 
fellow of the American College of Surgeons; served during 
the World War; instructor in surgery at the Emory Univer- 
sity School of Medicine, from 1919 to 1930; associate visiting 
surgeon, Emory University Hospital; associate visiting gyne- 
cologist and obstetrician, Georgia Baptist Hospital; associate 
surgeon, Crawford W. Long Memorial and Piedmont hospitals: 
aged 49; died, April 17, of heart disease. 

Paul Dee Berrisford, St. Paul; University of Minnesota 
College of Medicine and Surgery, Minneapolis, 1912; member 
of the Minnesota State Medical Association and of the Ameri- 
can Academy of Ophthalmology and Otolaryngology ; fellow oj 
the American College of Surgeons; clinical assistant professor 
of ophthalmology at his alma mater, now the University of 
Minnesota Medical School; on the staffs of the Children’s, 
St. Luke’s and Charles T. Miller hospitals; aged 55; died, 
April 17, of cerebral hemorrhage. 

John Charles McCoy ® Paterson, N. J.; College of Physi- 
cians and Surgeons, medical department of Columbia College, 
New York, 1892; fellow of the American College of Surgeons: 
served during the World War; consulting surgeon, Paterson 
General Hospital, Dover (N. J.) General Hospital, Holy Name 
Hospital, Teaneck and the Good Samaritan Hospital, Suffern, 
N. Y.; aged 74; died, April 17, in the Harkness Pavilion, 
Columbia Presbyterian Medical Center, New York, of intes- 
tinal obstruction. 

Charles Herbert Holt, Pawtucket, R. I.; Harvard Medical 
School, Boston, 1906; past president and vice president of the 
Rhode Island Medical Society; member of the New England 
Surgical Society; fellow of the American College of Sur- 
geans; served during the World War; formerly mayor of 
Pawtucket; at one time city health officer; served on the staff 
of the Memorial Hospital in various capacities; aged 60; 
died, April 26, in the Quincy (Mass.) Hospital of cerebral 
hemorrhage. 

Robert Bernard Gaston, Lebanon, Tenn.; Vanderbilt Uni- 
versity School of Medicine, Nashville, 1912; member of the 
Tennessee State Medical Association; fellow of the American 
College of Surgeons; secretary of the Wilson County Medical 
Society ; past president of the Middle Tennessee Medical Asso- 
ciation; formerly owner and medical superintendent of the 
Martha Gaston Hospital; aged 53; died, April 16, at the Van- 
derbilt Hospital, Nashville. 

Arthur Rufus Trego Wylie @ Faribault, Minn.; Univer- 

sity of Minnesota College of Medicine and Surgery, Minne- 
apolis, 1906; member of the American Psychiatric Association; 
at one time superintendent of the North Dakota State Institu- 
tion for the Feebleminded, Grafton, N. D.; on the staff of the 
Minnesota School for Feebleminded; aged 69; died, March 30, 
of glomerular nephritis, uremia and coronary thrombosis. 
- Jacob Paul Frantz ® Clearfield, Pa.; University of Penn- 
sylvania Department of Medicine, Philadelphia, 1910; member 
of the American College of Chest Physicians; secretary of the 
Clearfield County Medical Society; for many years president 
of the city board of health; president of the Clearfield County 
Tuberculosis Society; on the staff of the Clearfield Hospital; 
aged 55; died, April 8, of nephritis. 

Jacob Allen Stout, Bexley, Ohio; Starling Medical Col- 
lege, Columbus, 1889; member of the Ohio State Medical 
Association ; formerly examining physician for the county court 
of domestic relations; for many years on the staff of 5t 
Anthony Hospital and St. Ann’s Infant Asylum and Maternity 
Hospital, Columbus; aged 78; died, March 30, of coronary 
embolism. ; 

James William Robinson ® Pittsburgh; University o! 
Pennsylvania Department of Medicine, Philadelphia, 1907 ; ass0- 
ciate professor of surgery, University of Pittsburgh School o! 
Medicine ; served during the World War; aged 56; on the statis 
of the Roselia Foundling and Maternity Hospital and the Mercy 
Hospital, where he died, March 23, of disease of the coronary 
artery. 

Charles W. Holland, Scottsville, Ky.; University of Ter 
nessee Medical Department, Nashville, 1896; member 0! the 
Kentucky State Medical Association; past president ol the 
Allen County Medical Society; for many years healt officer 
of Allen County; formerly member of the board of education, 
bank president; aged 68; died, April 24, of coronary occlusion. 








of 
be 
th 
di 


Ca 
of 
ag 


ac 


Ch 
m. 
of 
di 
le; 


ag 


pn 








MA 
7, 1941 


ithern 

San 
Spital 
} 


edical 
2Tess: 
luring 
niver- 
Siting 
gyne- 
oCiate 
itals : 


lesota 
mber 
meri- 
IW ot 
essor 
ty of 
ren’s, 
died, 


hysi- 
llege, 
Ons ; 
°rson 
vame 
tern, 
ilic yn, 
ntes- 


dical 
| the 
‘land 
Sur- 
r ot 
staff 

60: 
‘bral 


Uni- 

the 
ican 
lical 
$so- 

the 
"an- 


ver- 
ine- 
ion ; 
itu- 
the 
30), 


nmn- 
ber 
the 
lent 
nty 
al ; 


‘ol- 
cal 
urt 
ate 
ity 
ary 











Votume 116 
NuMBER 23 


George William Conrad, Johnstown, Pa.; Eclectic Medical 
Institute, Cincinnati, 1905; member of the Medical Society of 
the State of Pennsylvania ; served during the World War; 
jormerly chief medical examiner for the United States Pension 
Service; aged 61; died, April 6, in the Memorial Hospital of 
hypertension, uremia and nephrosclerosis. 

“Judson Frederick Browne, Rochester, N. Y.; New York 
Homeopathic Medical College and Hospital, New York, 1907; 
member of the Medical Society of the State of New York; 
served during the World War; aged 59; died, April 5, in the 
Veterans Administration Facility, Batavia, of cerebral throm- 
hosis following suprapubic prostatectomy. 

Joseph Spangenthal ® Buffalo; University of Louisville 
(Ky.) Medical Department, 1892; University of Buffalo School 
of Medicine, 1896; at one time associate professor of derma- 
tology at the University of Buffalo School of Medicine; aged 
71: died, March 30, of hypostatic pneumonia, arteriosclerosis 
and diabetes mellitus. 

Walter McDonald Davidson, Port Angeles, Wash.; 
McGill University Faculty of Medicine, Montreal, Que., Canada, 
1923: member of the Washington State Medical Association ; 
aged 47; died, March 25, in a hospital at Seattle of duodenal 
ulcer, abscess of the neck with staphylococcic septicemia and 
cirrhosis of the liver. 

Edward West Hollingsworth @ Chicago; University of 
Virginia Department of Medicine, Charlottesville, 1918; mem- 
ber of the Central Society for Clinical Research; fellow of the 
American College of Physicians; on the staff of the Veterans 
Administration Facility, Hines; aged 47; died, March 15, of 
coronary thrombosis. 

Frank Ferrell, Ashland, Miss.; Tulane University of Louis- 
iana School of Medicine, New Orleans, 1898; member of the 
Mississippi State Medical Association; president of the North 
Mississippi Medical Society; county health officer; aged 71; 
died, March 31, in Oxford, of glandular carcinoma of the 
cecum. 

Carr Thomas Dowell Jr., Baton Rouge, La.; University 
of Oklahoma School of Medicine, Oklahoma City, 1929; mem- 
ber of the Louisiana State Medical Society; first lieutenant in 
the medical reserve corps of the United States Army; aged 35; 
died, March 25, of acute dilatation of the heart. 


Thomas Jennings, Clinton, Tenn.; University of Tennessee 

Medical Department, Nashville, 1909; member of the Tennessee 
State Medical Association; served during the World War; 
aged 57; died, March 31, in St. Mary’s Hospital, Knoxville, 
of injuries received in an automobile accident. 
_ Daniel Crosby Greene ® Newton, Mass.; Harvard Medical 
School, Boston, 1899; member of the American Laryngological, 
Rhinological and Otological Society; fellow of the American 
College of Surgeons; at one time instructor in laryngology at 
his alma mater; aged 68; died, April 4. 

Valentine Ruch, Englewood, N. J.; Cornell University 
Medical College, New York, 1903; member of the Medical 
Society of New Jersey; on the staffs of the Englewood Hos- 
pital, and the Holy Name Hospital, Teaneck; aged 65; died, 
March 30, of coronary occlusion. 

Alexander L. Johnson, Gloversville, N. Y.; Albany Medi- 
cal College, 1885; member of the Medical Society of the State 
of New York; on the staff of the Nathan Littauer Hospital ; 
aged 79; died, February 27, of carcinoma of the larynx and 
acute dilatation of the heart. 

_ Edwin Nelson Cleaves, Boston; Harvard Medical School, 
Boston, 1915; member of the Massachusetts Medical Society, 
American Roentgen Ray Society, New England Roentgen Ray 
society and the American College of Radiology; aged 50; 
died, February 23. 

_James P. Widmeyer ® Rolla, N. D.; College of Physi- 
cians and Surgeons of Chicago, 1896; formerly mayor; chair- 
man ot the county board of health; at one time superintendent 
ot the State Tuberculosis Sanatorium, San Haven; aged 72; 
died, March 17. 

Crayton C. Fargason, Dadeville, Ala.; Atlanta (Ga.) Col- 
lege of Physicians and Surgeons, 1904; member of the Medical 
Association of the State of Alabama; county health officer ; 
«Aah died, March 30, in the Community Hospital, East 
allahassee, 


Joseph Bakst ® New York; Columbia University College 


di sicians and Surgeons, New York, 1906; on the staff of 
He Jewish Maternity Hospital; aged 72; died, April 13, in the 
— Israel Hospital, of arteriosclerosis, heart disease and 
Meumonia, 
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Austin E. Miller, McAllen, Texas; College of Physicians 
and Surgeons of Chicago, 1895; member of the Colorado State 
Medical Society; aged 75; died, February 21, in the McAllen 
Municipal Hospital of ruptured aneurysm of abdominal aorta. 

William Anderson Royer, Battle Creek, Mich.; Univer- 
sity of Michigan Department of Medicine and Surgery, Ann 
Arbor, 1892; member of the Michigan State Medical Society; 
aged 76; died, March 30, of cerebral thrombosis. 

Edgar Francis Smith, Storm Lake, Iowa; State Univer- 
sity of Iowa College of Medicine, lowa City, 1908; member 
of the Iowa State Medical Society; formerly health officer ; 
aged 67; died, March 8, of acute myocarditis. 

Herbert Carl Goetz, Buffalo, University of Buffalo School 
of Medicine, 1919; member of the Medical Society of the 
State of New York; on the staff of the Deaconess Hospital; 
aged 46; died, April 8, of coronary occlusion. 

Herbert Livingston Scales ® Hutchinson, Kan.; Louis- 
ville (Ky.) Medical College, 1892; member of the American 
Academy of Ophthalmology and Otolaryngology; aged 71; 
died, March 28, of cerebral hemorrhage. 

Edward Patrick D. Donohue, Syracuse, N. Y.; Syracuse 
University College of Medicine, 1916; on the staff of St. 
Joseph’s Hospital; aged 55; died, March 26, of arteriosclerosis, 
heart disease and diabetes mellitus. 

William Watson Ayres, Washington, D. C.; Columbian 
University Medical Department, Washington, 1890; aged 73; 
died, February 10, in the Emergency Hospital of coronary 
thrombosis and lobar pneumonia. 

Harold E. Pratt, San Pedro, Calif.; College of Medical 
Evangelists, Los Angeles, 1939; first lieutenant in the medical 
reserve corps of the United States Army; aged 31; was killed, 
April 3, in an airplane accident. 

Ernest Lazarus Booth, East Boston, Mass.; Harvard 
Medical School, Boston, 1908; member of the Massachusetts 
Medical Society; for many years school physician; aged 56; 
died, March 24, of pneumonia. 

Maxwell Nathaniel Frank @ Detroit; Detroit College of 
Medicine and Surgery, 1917; aged 47; died, April 1, in Miami 
3each, Fla., of injuries received in an automobile accident sev- 
eral months previously. 

Richard R. Elmore ® Louisville, Ky.; Hahnemann Medical 
College and Hospital, Chicago, 1903; University of Louisville 
Medical Department, 1904; aged 63; died, March 28, of a self- 
inflicted bullet wound. 

Frank Glynn Young, Brooklyn; New York Homeopathic 
Medical College and Hospital, New York, 1906; aged 59; died, 
March 25, in the Veterans Administration Facility, Northport, 
of coronary occlusion. 

Lawrence Stevens ® Billings, Mont.; University Medical 
College of Kansas City, Mo., 1910; served during the World 
War; aged 59; died, March 23, in San Diego, Calif., of coro- 
nary heart disease. 

William Clemens Davis, Smithland, Ky.; Hospital Col- 
lege of Medicine, Louisville, 1902; member of the Kentucky 
State Medical Association; aged 69; died, March 30, of cere- 
bral hemorrhage. 

William J. L. Roberts, Chapel Hill, Texas; University 
of Texas School of Medicine, Galveston, 1904; member of the 
State Medical Association of Texas; aged 63; died, February 7, 
of heart disease. 

Oren Brown Richards Jr. © Moosic, Pa.; University of 
Rochester (N. Y.) School of Medicine and Dentistry, 1935; 
aged 29: died suddenly, March 31, of accidental carbon mon- 
oxide poisoning. 

Lester Edwin Hackbarth ® Toledo, Ohio; State Univer- 
sity of lowa College of Medicine, Iowa City, 1927; on the staff 
of the Toledo Hospital; aged 42; died, March 31, in an auto- 
mobile accident. 

William E. Catterson, Noblesville, Ind.; Physio-Medical 
College of Indiana, Indianapolis, 1906; member of the Indiana 
State Medical Association; aged 78; died, April 6, of Parkin- 
son’s disease. 

Edward Barton Jones, McLean, Va.; Columbian Univer- 
sity Medical Department, Washington, D. C., 1902; served 
during the World War; aged 74; died, March 8, of coronary 
thrombosis. 

Gustave Lewis, Seattle; University of Bishop College 
Faculty of Medicine, Montreal, Que., Canada, 1895; member 
of the Washington State Medical Association; aged 67; died, 
March 3. 
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Russell Stewart Bacon ® Montevideo, Minn.; Rush Medi- 
cal College, Chicago; 1885; an Affiliate Fellow of the American 
Medical Association; aged 81; died, March 30, of cirrhosis of 
the liver. 

Edward Malcom Hoyt, Georgetown, Mass.; Harvard 
Medical School, Boston, 1894; member of the Massachusetts 
Medical Society; aged 83; died, March 28, of coronary heart 
disease. 

William Victor Watson, Redondo Beach, Calif. ; Columbus 
(Ohio) Medical College, 1891; member of the Colorado State 
Medical Society; aged 77; died, March 27, of cerebral hemor- 
rhage. 

John Knotz, Cologne, Minn.; Minneapolis College of Phy- 
sicians and Surgeons, Minneapolis, 1897; aged 68; died, March 
31, of cerebral hemorrhage, arteriosclerosis and diabetes mel- 
litus. 

William J. Robinson, Portia, Ark.; Memphis (Tenn.) 
Hospital Medical College, 1897; member of the Arkansas 
Medical Society; aged 76; died, March 11, of chronic nephritis. 

Marie Meirovna Kovner Ramme, Washington, D. C.; 
Second Moscow Medical Institute, Moscow, Russia, R. S. F. 
S. R., 1921; aged 46; died, March 12, of cerebral hemorrhage. 

D. J. Dunckelman, Clarence, La.; Hospital College of 
Medicine, Louisville, Ky., 1907; member of the Louisiana State 
Medical Society ; aged 58; died, February 15, of hypertension. 

Julian N. Mincey ® Mineral Wells, Texas; University of 
Texas School of Medicine, Galveston, 1899; aged 72; died, 
March 24, in the Nazareth Hospital of cerebral embolism. 

Charles A. Barlow, St. Petersburg, Fla.; Baltimore Medi- 
cal College; 1896; aged 66; died, April 11, in the Veterans 
Administration Facility, Bay Pines, of coronary occlusion. 

Walter Noble, Aransas Pass, Texas; Tulane University 
School of Medicine, New Orleans, 1904; member of the State 
Medical Association of Texas; aged 64; died, March 27. 

Edgar Ardis Peterson, Baltimore; Vanderbilt University 
School of Medicine, Nashville, Tenn., 1902; aged 59; died, 
March 29, of burns received when his home caught fire. 

Hugh Peavler, Mount Vernon, Ill.; University of Ten- 
nessee Medical Department, Nashville, 1885; aged 76; died, 
March 29, of valvular heart disease and arteriosclerosis. 

Abram C. Cluts, Prairie City, Ill.; Rush Medical College, 
Chicago, 1893; aged 73; died, March 31, in the Graham Hos- 
pital, Canton, of uremia and hypertrophy of the prostate. 

Robert T. S. Steele, Williamsport, Pa.; University of 
Maryland School of Medicine, Baltimore, 1899; aged 67; died, 
March 5, in Fort Pierce, Fla., of cerebral hemorrhage. 

Thomas Francis Godfrey, Springfield, Mass.; College of 
Physicians and Surgeons, Baltimore, 1898; aged 68; died, April 
2, in the Mercy Hospital of chronic pyelonephritis. 

Thomas M. Merritt, Americus, Ga.; College of Physicians 
and Surgeons, Baltimore, 1891; aged 77; died, March 30, of 
edema of the lungs and fracture of the left hip. 

William Moore, New York; College of Physicians and 
Surgeons, medical department of Columbia College, New York, 
1884; aged 79; died, March 20, of pneumonia. 

George Washington Mixon, Watson, La.; Memphis 
(Tenn.) Hospital Medical College, 1894; parish health officer ; 
aged 77; died, March 23, of gastric carcinoma. 

Elizabeth Bailey Muncey, Washington, D. C.; Howard 
University College of Medicine, Washington, 1898; aged 8&3; 
died, March 9, of illuminating gas poisoning. 

Arthur John Ochs, Oak Park, Ill.; Chicago College of 
Medicine and Surgery, 1915; member of the Illinois State 
Medical Society; aged 55; died, March 29. 

George L. Wimberley Jr., Rocky Mount, N. C.; Univer- 
sity of Maryland School of Medicine, Baltimore, 1883; aged 
79: died, March 22, of cerebral hemorrhage. 

Paul Jones Flory ® Pawnee City, Neb.; University of 
Nebraska College of Medicine, Omaha, 1916; aged 51; died, 
March 4, of carbon monoxide poisoning. 

William N. Gray, Celina, Tenn.; University of Tennessee 
Medical Department, Nashville, 1889; aged 81; died, March 31, 
in Nashville of cerebral hemorrhage. 

Hubert B. Strong, Tyre, N. Y.; Detroit College of Medi- 
cine, 1892; aged 75; died, February 9, of diabetes mellitus, cere- 
bral embolism and arteriosclerosis. 

William E. Busby, San Diego, Calif.; National Medical 
University, Chicago, 1906; also a dentist; aged 74; died, Feb- 
ruary 12, of cerebral hemorrhage. 

Franklin Filmore Marsh, De Land, Fla.; Hahnemann 
Medical College of Philadelphia, 1880; aged 88; died, March 20, 
of pneumonia, following influenza. 
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Rufus C. McGahey, Miami, Fla.; Vanderbilt Universjs, 
School of Medicine, Nashville, Tenn., 1878; aged 83: digi 
March 9, of bronchopneumonia. 

John Thomas Maloney, Tuba City, Ariz.; Long Islanj 
College Hospital, Brooklyn, 1928; member of the Indian Ser. 
vice; aged 39; died, March 5. 

George F. Kelly, Los Angeles; Columbian Medical (,). 
lege, Kansas City, Mo., 1901; also a dentist; aged 73; dieq 
February 20, of heart disease. 

Benjamin Hardy Carlton, Freeport, Texas; University 
of ‘Tennessee Medical Department, Nashville, 1888; aged 79: 
died, February 7, of influenza. 

Gedeon Des Rosiers, St. Felix de Valois, Que., Canada: 
Victoria University Medical Department, Coburg, Ont., 1873. 
aged 93; died, February 15. 

Isaac N. Barnett, Kansas City, Mo.; Washington Univer. 
sity School of Medicine, St. Louis, 1897; aged 68; died, April 4 
of cerebral hemorrhage. 

George W. Brown, Lawtey, Fla.; University of Maryland 
School of Medicine, Baltimore, 1889; aged 74; died, April 2 
of coronary occlusion. 

John W. Fawcett, McKeesport, Pa.; Jefferson Medical 
College of Philadelphia, 1877; aged 87; died, March 2, oj 
cerebral hemorrhage. 

Morris Rosentover, New York; Bellevue Hospital Medical 
College, New York, 1897; aged 67; died, March 30, of car- 
cinoma of the liver. 

Alice Winans Downey, Washington, D. C.: George Wash- 
ington University School of Medicine, Washington, 1911; aged 
77; died, March 9. 

John W. Robertson, San Francisco, Calif.; University of 
California Medical Department, San Francisco, 1880; aged 84: 
died, February 238. 

Theodore Alexandre Talbot, St. Felicien, Que., Canada; 
Laval University Faculty of Medicine, Quebec, 1874; aged 82; 
died, February 12. 

Sandford Barto Henton, Decatur, Miss.; Medical College 
of Alabama, Mobile, 1887; aged 79; died, March 31, of nephritis 
and heart disease. 

Hugh McLean Scott, Morriston, Ont., Canada; Queen's 
University Faculty of Medicine, Kingston, 1929; aged 3; 
died in February. 

Joseph Ludger Gagnon, Montmagny, Que., Canada; Laval 
University Faculty of Medicine, Quebec, 1912; aged 54; died, 
February 10. 

Cyrillus Wirth, Davenport, Iowa; College of Physicians 
and Surgeons, Keokuk, 1893; aged 71; died, March 19, of 
heart disease. 

Louis Auguste Bourbeau, Rouyn, Que., Canada; Laval 
University Faculty of Medicine, Quebec, 1928; aged 39; died, 
February 6. 

John McGovern, Wisconsin Dells, Wis.; Northwestern 
University Medical School, Chicago, 1906; aged 069; died, 
March 13. 

Maria F. Spiess Schaltenbrandt, San Francisco; Califor- 
nia Medical College, San Francisco, 1895; aged 81; died, Feb- 
ruary 206. 

Nelson J. Shook, Corunna, Ind.; Miami Medical College, 
Cincinnati, 1890; aged 80; died, March 31, of cerebral hem- 
orrhage. 

Irving Muscanto, Brookline, Mass.; Tufts College Medi- 
cal School, Boston, 1934; aged 33; hanged himself, February 12. 

Joseph J. Nimschik, Chicago; Chicago College of Med 
cine and Surgery, 1914; aged 66; died, February 21. 

Frank E. Keep, Los Angeles; Cleveland Medical College 
1897; aged 66; died, February 5, of fractured pelvis. 

Albert Henry Lilley, Long Beach, Calif.; Harvard Medical 
School, Boston, 1902; aged 62; died, February 14. . 

Takejiro Itow, Los Angeles; Keio Gijuku University Medi 
cal College, Tokyo, Japan, 1897; died, March 2. . 

Hubert Joseph Williams, Boston; Tufts College Medica! 
School, Boston, 1901; aged 61; died, March 29. 

Charles Pollack, Brooklyn; College of Physicians and Sur 
geons, Boston, 1906; died, March 21. 

Robert S. Foster, Carolan, Ark. (licensed in Arkansas ™ 
1903); aged 72; died, March 9. 
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Bureau of Investigation 





CEASE AND DESIST ORDERS 


Abstracts of Certain Federal Trade 
Commission Releases 


The work of the Federal Trade Commission, in helping to 
protect the public against misrepresentation or fraud in the 
medical as well as other fields, has been greatly extended by 
the provisions of the Wheeler-Lea Amendment to the Federal 
Trade Commission Act. The Food, Drug and Cosmetic Act 
of 1938 added to the Food and Drug Administration’s control 
of the advertising claims and statements made on the labels of 
medicines or on the carton or in the accompanying leaflet, 
whereas what might be termed collateral advertising, that which 
appears in newspapers and magazines and over the air, comes 
more actively under the purview of the Federal Trade Com- 
mission, by virtue of the Wheeler-Lea Amendment. 

Tue JourNAL has at various times commented on the activi- 
ties of the Federal Trade Commission in this connection, even 
before the Wheeler-Lea Amendment gave it its added rights. 
In some cases the Commission may accept from the person or 
concern involved a stipulation that the objectionable practices 
or claims cited will be discontinued. In other cases the Com- 
mission issues what is known as a Cease and Desist Order, in 
which the individual, manufacturer or distributor cited is ordered 
to cease and desist from practices which have been declared 
objectionable. 

Abstracts of some of the orders issued during 1940 follow: 


Air Conditioning Soap.—This product, also designated as “Air Condition- 
ing the Human Body” soap, is or was put out by Air Conditioning 
Textiles, Inc., New York. On Aug. 23, 1940, the Federal Trade Com- 
mission ordered this concern to cease and desist from using the words 
“air conditioning’? or any other similar term to describe its soap or from 
otherwise representing that this soap possesses air conditioning properties, 
that it reduces body temperature or humidity or eliminates perspiratory 
conditions or that the human body breathes through the pores of the skin. 


Ardanol, Chloro-Zol and Germ-I-Tabs.—These are products of the 
American Drug and Chemical Company, Minneapolis. On Sept. 26, 1940, 
this concern was ordered by the Federal Trade Commission to cease and 
desist from making certain misrepresentations in its advertising. Among 
these were that “Ardanol,’’ promoted for use in cases of vitamin E 
deficiency, is a cure or remedy for sterility or will restore or beneficially 
affect fertility or possesses any value as a preventive of abortion; that the 
preparations “Chloro-Zol’”? and “Germ-I-Tabs” constitute competent or 
effective antiseptics or germicides or a reliable or effective means of 
feminine hygiene, and that Chloro-Zol constitutes a competent or effective 
treatment for bromidrosis, tetter, itching and irritations of the skin, 
blisters on the feet, acne, boils, halitosis or body odors. The Commission’s 
findings were that the respondent’s products do not generally accomplish 
the results claimed and that, while Chloro-Zol and Germ-I-Tabs possess 
antiseptic properties of a low toxicity, they are not competent or effective 
antiseptics or germicides. 

Brewster Nostrums.—Jefferson R. Brewster of Nashville, Tenn., has at 
different times run afoul of three government agencies—the Food and 
Drug Administration, the Federal Trade Commission and the Post Office 
Department. The last named has on three occasions issued fraud orders 
against Brewster and his trade names, debarring them from the use of the 
mails, The Food and Drug Administration once prosecuted him for mak- 
ing fraudulent claims on his labels, but unfortunately a jury in a district 
federal court brought in a verdict of not guilty. In 1938 the Federal 
Trade Commission commenced action against the Brewster outfit (then at 
Dallas, Texas) because of the false claims made for the Brewster nostrums 
as alleged remedies for cancer, asthma, tuberculous hemorrhages, pneu- 
monia, diphtheria, gallstones, goiter and some other things. All these 
actions were discussed in THE JourNAL, July 13, 1940, page 149. On 
July 16, 1940, the Federal Trade Commission reported that it had 
definitely ordered Jefferson R. Brewster, trading as Brewster Laboratories, 
and “Dr.” Reece Brewster, Nashville, to cease making certain misrepresen- 
tations in the sale of his products sold under the Brewster brand, such 
as the “Tonic,” “G-D,” “T-Z,” “Throat Wash,” “Thoax-Eaz,” ‘‘Sinine,” 


“Pain Kill,” “Ready Relief” and “Pile Ointment.” Among the mis- 
representations were that these nostrums variously possess therapeutic 
value in the treatment of such conditions as tuberculosis, constipation, 
hemorrhages, nervousness, sinus and mastoid disorders, rheumatism, 
iy 'd, cancer, gallstones, goiter and sciatica. Brewster also was ordered 
’ ¢ 


se using the word “Laboratories” in his trade name. 


Dr. Pierre’s Boro-Pheno-Form Vaginal Suppositories.—This product and 
Dr. Pierre’s Boro-Pheno-Form Vaginal Creme” are put out by the Dr. 
Pierre Chemical Company of Chicago, which represented them as effective 
- ‘cides and preventives of conception and as possessing substantial 
her peutic agents which heal irritated tissues and membranes. On Oct. 


a. ae the Federal Trade Commission ordered this concern to discon- 
a. hese practices and to cease representing that any substantial number 


putable physicians has approved or recommended the products. 
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Glantex.— Advertising this product as a cure or a safe and effective 
treatment for prostatitis, cystitis, urethritis, sugar diabetes, dropsy, gas- 
tritis, malaria, ptomaine poisoning, rheumatism and some other things, 
George G. Neff, trading as the Prostex Company, Miami, Okla., was 
ordered by the Federal Trade Commission on July 22, 1940, to discontinue 
such misrepresentations and also to cease promoting the preparation as 
having any therapeutic value in excess of its laxative properties. 


Grove Laboratories, Inc.—This St. Louis concern was ordered by the 
Federal Trade Commission on July 13, 1940, to cease representing that 
its “Pazo Ointment” is a cure or remedy for hemorrhoids or has any 
value in treating them aside from affording palliative relief in cases of 
simple hemorrhoids. The company was further ordered to discontinue 
representing that “Dr. Porter’s Antiseptic Healing Oil” is an effective or 
standard treatment for cutaneous diseases caused by infection; that it is a 
competent agent in the treatment of dandruff, falling hair or diseases 
peculiar to the scalp; that it will promote the growth of hair, prevent 
baldness or destroy parasites usually associated with dandruff and other 
diseases of the scalp. 


Harmless Prescription Capsules.— These bore the firm name of Sun Cut 
Rate Store, Huntington, W. Va., a trade style for Howard Deckelbaum, 
who also sold them under the names ‘‘Special Prescription Capsules’? and 
“Prescription Female Capsules.”” The latter was designated as “double 
strength” or “triple strength.”” On Oct. 25, 1940, the Federal Trade Com- 
mission ordered Deckelbaum to discontinue advertisements representing 
that his preparation is a competent or effective treatment for delayed 
menstruation and that it is safe or harmless; or advertisements which fail 
to reveal that use of the preparation may cause gastrointestinal disturh- 
ances and excessive congestion and hemorrhage of the pelvic organs, and, 
in the case of pregnancy, may cause uterine infection and blood poisoning. 


Hot Springs Mineral Soap.—This was one of the products put out by 
Lawrence L. Keller of Seattle, who did business as the United Soap 
Company. On July 18, 1940, the Federal Trade Commission ordered him 
to cease representing that soaps he sells under the brand names “Hot ° 
Springs Mineral Soap,” “Hawaiian Rose,” ‘‘Velvette’’ and some similar 
designations, are imported or are manufactured in any other place than 
Seattle, that they are ‘‘vitamized’’ or medicated in any way, or have 
medicinal or curative value or are in any manner more beneficial than 
any ordinary toilet soap. 


Hydrosal Products.—The Hydrosal Company of Cincinnati puts out 
“Hydrosal Liquid” and ‘‘Hydrosal Ointment.” On June 3, 1940, the 
Federal Trade Commission ordered the company to cease representing in 
its advertisements that these nostrums possess curative or healing prop- 
erties in the treatment of eczema, piles, athlete’s foot, poison ivy or 
disorders characterized by or associated with pimples, cutaneous out- 
breaks or itches. The order also prohibited, among other things, the 
representation that the products named are in general use by the medical 
profession or hospitals. 


0. B. C. Capsules.—This nostrum, also known as “O. B. C. Reducing 
Capsules,” is put out by I. Ralph Weinstock, trading as Thyrole Products 
Company, Philadelphia. On Nov. 26, 1940, the Federal Trade Commission 
ordered this concern to cease representing that the product is a cure, 
remedy or a competent, safe or effective treatment for obesity. The order 
also prohibits the dissemination of advertisements failing to reveal that 
use of the preparation may cause permanent injury to the heart, thyroid 
gland and other vital organs. The Commission declared that the nostrum 
will not accomplish the results claimed and is not safe to use, because the 
stuff contained such drugs as strychnine alkaloid, extract of belladonna, 
aloin, phenolphthalein and thyroid in quantities sufficient to cause serious 
and irreparable injury to health if used under conditions prescribed in 
the advertisements or under customary or usual conditions. Another 
federal agency, the Food and Drug Administration, had already taken 
action against the same Philadelphia concern, declaring that because of 
the thyroid and phenolphthalein content found in a shipment of O. B. C. 
Capsules seized in interstate commerce, these would be dangerous to 
health when used in the dosage or with the frequency prescribed on the 
labeling. As the company put up no defense, the consignment in question 
was ordered confiscated in May 1939. 


Plat-Num Perl Products.._These were put out by a New York concern 
operated by A. Sartorius and Company, Inc., using the trade style “Plat- 
Num Perl Laboratories.” It was ordered by the Federal Trade Com- 
mission on Dec. 20, 1940, to discontinue certain false and misleading 
representations in its advertising. Among these were that its “Plat-Num 
Oil Compound Nail Polish Remover” contains enough olive oil to justify 
the name and that it would relieve or improve to any appreciable extent 
the condition of dry, brittle nails; or that its “Plat-Num Nail Protector’”’ 
encourages nail growth or strengthens the nails, whereas it does nothing 
of the sort. The concern was further ordered to discontinue using the 
words “‘olive oil” or any similar designation. 


Ourine.—This product of the Aurine Company, Inc., of Chicago, was 
formerly sold as “Aurine.” On July 1, 1940, the Federal Trade Com- 
mission ordered the concern to cease advertising that the preparation is a 
cure, remedy or competent or effective treatment for complete or partial 
deafness; that it possesses any therapeutic value in excess of such aid as 
it may render in softening coagulated wax in the ear, and that the com- 
pany makes refunds to dissatisfied purchasers, when in fact it does not 
maintain a definite policy of making such refunds. In December 1937 
the Food and Drug Administration at Washington declared that a ship- 
ment of “Ourine Application for the Ears,’’ which had been seized in 
interstate commerce, was fraudulently represented as a remedy for ear 
troubles. Government chemists reported in this connection that they had 
found it to be essentially a mixture of glycerin, boric acid, extracts of 
plant drugs and volatile oils including lavender. 
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SUMMARY OF ELIGIBILITY REQUIREMENTS 
OF CERTIFYING BOARDS 


B. R. KIRKLIN, M.D. 
Secretary American Board of Radiology 
RocuHESTER, MINN. 


The task assigned me was to study the requirements for 
eligibility of candidates for examination and certification as 
prescribed by the various special boards and to discuss reasons 
for divergences of these requirements from those recommended 
by the Advisory Board for Medical Specialties. Accordingly, 
to make comparison easy, I have tabulated the eligibility require- 
ments listed by the several boards, including not only items 
concerning which the Advisory Board has offered advice but 
also those about which it has made no recommendations. In 
discussing them we should remind ourselves that the recom- 
mendations of the Advisory Board are not binding; that some 
of them need not be complied with before Jan. 1, 1942;- that 
some of the special boards existed and had formulated their 
rules before the Advisory Board was established; that certain 
of this board’s recommendations have been broadly expressed, 
leaving considerable latitude for substantial conformity to them; 
that as to requirements not dealt with by this board the special 
boards have been free to exercise their judgment, and that each 
specialty has to consider its own peculiar problems and cir- 
“umstances. 

It is not surprising, then, that there are differences among 
special boards as to eligibility requirements and divergences 
from recommendations of the Advisory Board, but it must also 
be said that the extent of agreement is both surprising and 
gratifying. At all events, analysis and discussion of the facts 
may bring out constructive criticism and helpful action by this 
board. In whatever we do we shall, of course, have to keep 
in mind the two basic aims of special boards, namely to fore- 
stall examination of those who are morally and ethically unfit 
and certification of those who are incompetent and, at the 
same time, to avoid demanding unreasonable requirements of 
applicants who are competent. These aims are equally impor- 
tant, and neither should be promoted by unduly sacrificing the 
other. 

In going over this tabulation I shall express my own opinions 
freely, sometimes rather positively, not at all because I am 
confident that I know the answer but because I hope to provoke 
an equally frank expression of different views. 

GENERAL REQUIREMENTS 

Fees —Seven boards have set the examination fee at $50, 
four at $75, one at $30, two at $35 and one at $100. The 
average fee charged is $56.66. For reexamination, three boards 
require a fee of $10 and one board requires $15. One board 
reduces the fee for the second application from $50 to $35. 
All other boards allow the candidate a second examination 
without further fee, but he must pay the ful! fee for subse- 
quent applications. 

In fixing fees it is proper to consider the number of practi- 
tioners in a specialty, the probable number of yearly recruits, 
the expenses to be allowed members of the boards, the expense 
of maintaining headquarters, and the building up of a reasonable 
reserve for later and perhaps leaner years. These and other 
factors vary widely among the specialties, and I have no fur- 
ther comment to make regarding fees. 

Vembership in American Medical Association —All boards 
except one require membership in the American Medical Asso- 
ciation, the Canadian Medical Association or a society recog- 
nized by the Council on Medical Education and Hospitals of 
the American Medical Association. Thus these boards are in 
accord with the recommendation of the Advisory Board. The 
exception is the Board of Pediatrics, which exacts no require- 
ment in this respect. The Advisory Board has provided that 





From the Section on Roentgenology, the Mayo Clinic. 
Read at Round Table Discussion, Advisory Board for Medical Special- 
ties, Chicago, Feb. 16, 1941. 
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exceptions to this requirement may be made by any individya| 
board for good and sufficient reasons. 

License to Practice —Eight boards require the applicant to 
be licensed to practice medicine. Seven boards do not {ist 
this requirement in their booklet. 


Limitation of Practice——Three boards specify that 100 per 
cent of the applicant’s practice shall be devoted to his specialty. 
The Board of Obstetrics and Gynecology requires that 1(0 per 
cent of the applicant’s practice shall be restricted to females, 
Eligible applicants may do a certain amount of urology, gen- 
eral abdominal surgery or even breast surgery so long as it js 
all done on female patients. The Board of Neurosurgery re- 
quires that 100 per cent of the applicant’s practice shall be 
devoted solely to that specialty alone or in combination with 
neurodiagnosis. Otolaryngology demands 90 per cent, but oph- 
thalmology may be included in this figure. Psychiatry and 
Neurology says that limitation need not be complete if the 
applicant can prove his competence. Radiology uses the phrase 
“substantial portion of his practice” and at present interprets 
that to mean not less than 70 per cent. Pathology interprets 
its words “primarily and principally” to mean not less than 
70 per cent. Urology demands only assurance by the applicant 
that he is engaged in the practice of urology and will so con- 
tinue. Other boards have no ironclad requirement in this 
respect. 

Concerning this requirement I have some strong opinions. It 
is reasonable to require the applicant to devote a “substantial 
portion” of his time, effort and interest to the practice of a 
specialty or even to practice it “primarily and_ principally.” 
Otherwise he would seem to have little reason for desiring cer- 
tification, and his motive for applying would be open to question, 
But I feel that the requirement of 100 per cent is excessive 
and unfair. It bars candidates who may be competently prac- 
ticing a specialty in smaller communities, hospitals, groups and 
institutions and who are obliged to give part time service in 
other fields. It also bars any competent aspirant whose special 
practice is not as yet sufficiently remunerative, obliging him 
to do other work in addition, but who expects to confine him- 
self to his special field as soon as his practice will support nim 
and hopes that certification will help to increase the amount of 
his special work. In short, I feel that the competence of the 
candidate, as determined by examination, is the essential test 
of his fitness for certification and that if the major portion of 
his practice is in his special field he should be deemed eligible 
for examination. Eligibility requirements are proper and desir- 
able, for they avert useless examinations, but they should be 
construed with the utmost fairness to the applicant, and no 
board should lay itself open to the accusation that it declines 
to examine applicants whose practice is not limited exclusively 
to the specialty even though they prove themselves to be com- 
petent. 

Case Reports—The Board of Ophthalmology requires ten 
case reports by the applicant, and fifty are required by Obstetrics 
and Gynecology and Urology. No other board demands case 
reports. I have no comment to offer regarding this requirement. 


PROFESSIONAL EDUCATION 


Medical School—All boards except Pediatrics require the 
applicants to be graduates of a medical school approved by 
the Council on Medical Education and Hospitals. Obstetrics 
and Gynecelogy requires approval also by the Advisory Board. 
The Board of Pediatrics requires a school approved only 
by that board. As to applicants educated in foreign schools, 
Surgery, Anesthesiology and Plastic Surgery say that the 
school must be “approved” but do not say by whom; Internal 
Medicine, that their credentials must be acceptable to the C yuncil 
on Medical Education and Hospitals, Advisory Board and 
National Board of Medical Examiners; Neurosurgery, a school 
acceptable to that board; Ophthalmology, a school approved 
by that board and “he may be required to obtain the certificate 
of the National Board of Medical Examiners”; Urology, that 
the applicant must be licensed to practice and have a certificate 
from the National Board of Medical Examiners; Pathology, 
that their credentials must be acceptable to the National Board 
of Medical Examiners and the American Board of Pathology, 
and Radiology that their credentials must be satisfactory '° the 
Advisory Board. 
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it would seem at first glance that there is a lack of uni- 
formity in dealing with those candidates who graduate from 
‘oreign medical schools. I doubt very much that any one of the 
hoards or even the Advisory Board has a list of approved 
foreign medical schools. All the boards have one common 
purpose in dealing with applicants who graduate from foreign 
<chools, namely to make certain that they have had adequate 
medical preparation. It seems to me therefore that, rather 
‘han leave it to the judgment of the Advisory Board or of 
the individual board, it would be much better to require all 
those who have graduated from foreign medical schools to 
obtain the certificate of the National Board of Medical Exam- 
ers before being admitted to the examination of a special 
board. 

Internship—An internship of one year is required by all 
boards. Three boards require a general rotating internship; 
one board calls for either a rotating internship or a straight 
internship in any branch of medicine; another requires a 
straight surgical internship or its equivalent in the opinion of 
the board. Other boards do not specify the character of the 
services. In my opinion a rotating internship is desirable, 
because it furnishes a broad foundation. 


SPECIAL TRAINING 


Graduate Training—Two boards (Surgery and Plastic Sur- 
gery) demand a graduate training period of five years, although 
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and Pathology say nothing regarding basic science require- 
ments. Otolaryngology says merely that the candidate must 
have completed an acceptable course in the basic sciences. 
Radiology, the only specialty that speaks in terms of time, 
requires that the applicant devote six months of his three year 
training to pathology. All other boards require the candidate 
to have knowledge of the basic sciences, particularly as related 
to the individual specialty, but do not prescribe time or manner 
of instruction. 

Recently, I understand, it has been rumored that instruction 
for a year and a half in the basic sciences, during the minimal 
three year training period, would be recommended by the Advis- 
ory Board. I have no knowledge of any such intention and I am 
not sympathetic toward the idea. As all applicants must be 
graduates in medicine, all of them must have had instruction 
in the basic sciences and I can see no reason at all for requir- 
ing graduate students to spend a year and a half of their spe- 
cial training in reviewing these fundamentals. On the other 
hand, I consider it highly desirable, if not imperative, for the 
student to refresh and enlarge his knowledge of the basic 
sciences related to his intended specialty. This brings up the 
problem of how and how long this instruction shall be given. 
For my part, I am opposed to demanding formal and exclusive 
instruction for a year or longer. Most of the instruction in 
the basic sciences, with the possible exception of pathology, 
can be given along with the clinical training. Concerning the 
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Orthopaedic Surgery... ..........ese00. 50.00 + + + 100 0 + 3 ? 2 2 1 
UI nasa tcdien scar deaseesadbeadans 50.00 + 0 + 0 aD + 3 ? 1% 2 1 
EET TR once cavesaccaned vanes 50.00 + 0 ? ? 0 + 3 ? ? 2 1++ 
POTGIIO Tics ons nck sdoncegesassdcecns 35.00 + 0 + 70 0 + 3 0 3 1 3 
GUIGIIG, 6 cicidecicdess sanadaeccsddeona 75.00 + 0 ? 100 0 +. 5 ? 4 0 1 
ANN io nck diaceinssaessseees 75.00 + 0 + 100 0 + 2 ? ? 2 1 
PUI DUI ind cdsoscadenseonaeten 75.00 4+ 4 ? ? 0 4 5 ? 2 0 1 
NOUSOOURINET cccdbicns cannccecaccnasen 75.00 + 0 ? 100 0 + 3 ? ? 2 1 
56.66 14 6 8 3 15 12 1 8 il 





Plastic Surgery! requires that only two years of that time be 
devoted exclusively to plastic surgery. Ophthalmology and 
Otolaryngology in combination also require five years. Nine 
specialties require three years of formal graduate training. Two 
boards (Pediatrics and Anesthesiology) set the minimal period 
at two years, and one board (Otolaryngology) prescribes a 
residency of only one year but recommends two in addition to 
“an acceptable basic science course.” It will be noted that the 
latter three boards do not as yet require full three years 
graduate training recommended by the Advisory Board. 

rhe Advisory Board has never intended to regiment the 
component boards by requiring that uniform graduate training 
be generally adopted. The question of adequate training in 
cach of the specialties can best be determined within certain 
limitations by the respective boards. It seems reasonable that 
lor those specialties covering limited anatomic fields or pro- 
cedures a shorter period of training might be adequate. On 
the other hand, boards covering wide fields should exercise 
caution lest they demand a period of special training that is 
too long as well as too rigid. 
Basic Sciences—The Advisory Board as well as most of the 
liitecn examining boards recommend “graduate training in 
anatomy, physiology, pathology and the other basic medical 
scien es which are necessary to the proper understanding of 
the specialty,” but only one board specifies the amount of time 
that shall be devoted to one of the basic sciences. Pediatrics 





; } 4 . ~ . 
=. Che American Board of Plastic Surgery was, at the time these data 
~ oe an affiliate board of the American Board of Surgery. It 
J dn. an independent board and will, no doubt, change this 
\uirement, 


manner of instruction, the American Board of Internal Medi- 
cine offers a liberal and commendable program.? In short, I 
would leave things pretty much as they are. 

Clinical Training —“An active experience of not less than 
eighteen months in hospital clinics, dispensaries and diagnostic 
laboratories” is recommended by the Advisory Board. Train- 
ing time to be applied to the clinical and practical aspects of 
the specialty is set at four years by the Board of Surgery. 
Radiology prescribes two and a half years. Pathology requires 
three years. Pediatrics, Orthopaedic Surgery and Plastic 
Surgery require two; Otolaryngology, one to two; Dermatol- 
ogy and Syphilology and Urology, each one and a half years. 
Ophthalmology, Obstetrics and Gynecology, Psychiatry and 
Neurology, Internal Medicine, Anesthesiology and Neurosur- 
gery apparently do not prescribe any specific allotment of time 
to be spent in clinical training. 

Here again I think that the individual boards are better 
able to determine the minimal time that should be devoted to 
the clinical aspects of the respective specialties. 

Additional Period—Two years’ additional practice after the 
formal training period are prescribed by nine boards; one to 
one and a half years by Otolaryngology and one by Pathology. 
One board (Obstetrics and Gynecology) after March 1, 1942 
will require four years. Four boards (Ophthalmology, Radi- 
ology, Surgery and Plastic Surgery) have no requirement in 
this respect. Orthopaedic Surgery alone of all the boards 
demands that the required additional two years be spent in 
private practice. All other boards, requiring time in addition 





2. See 1938 booklet, pp. 7-9. 
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to the formal training, permit the applicant to spend this time 
either by remaining for further training or as an assistant, or 
by devoting the time to private practice. 

The requirement of a certain number of years in private 
practice is advantageous in that it gives the special board an 
opportunity to appraise the candidate’s professional integrity 
as a private practitioner. 

In this connecticn it may be interesting to summarize the 
length of time that must be spent by the applicant following 
his internship before he is eligible for examination. The fol- 
lowing figures cover the graduate training period plus addi- 
tional time when demanded: Total time for three of the 
boards (Ophthalmology, Otolaryngology and Radiology) is 
three years, and for three of the boards (Pediatrics, Pathology 
and Anesthesiology) the time is four years. For the remaining 
nine boards the time is five years. It should be noted also that, 
if the candidate is applying for both psychiatry and neurology, 
six years must elapse, and that after March 1, 1942 one board 
(Obstetrics and Gynecology) will require a total period of seven 
years. 

It has already been stated that one board (Orthopedic Sur- 
gery) which requires a total of five years to elapse demands 
that two years of this time be devoted to private practice with- 
out supervision. In contrast, another board (Surgery) which 
likewise requires a period of five years to elapse does not permit 
any of this time to be given to private practice without super- 
vision. 

My net impression from this review is that, while there are 
a few instances in which certain requirements are perhaps 
rather lax, there are more instances in which the conditions 
for eligibility are unnecessarily stringent. These conditions 
might be defended on the ground that they are designed to 
raise standards of practice. I am sure that we all endorse this 
aim in principle and that all of us cherish high ideals, but 
we also have to consider the practical side and must avoid 
trying to force achievement of those ideals too rapidly. Unduly 
severe requirements seem to reflect the spirit of the guild and 
to suggest a desire to restrict the number of recruits in a 
specialty. Now we know that the boards have no such wish, 
but in our zeal to keep out incompetents we must not overlook 
the other duty—that of fostering certification of applicants who 
are really competent. At all events, our primary job is to 
certify those, and only those, who are competent. 
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Examinations of the National Board of Medical Examiners and Exam- 
ining Boards in Specialties were published in THe Jovurnat, May 31, 
page 2526. 


BOARDS OF MEDICAL EXAMINERS 

ALABAMA: Montgomery, June 17-19. Sec., Dr. J. N. Baker, 519 
Dexter Ave., Montgomery. 

ARIzONA:* Phoenix, July 1-2. Sec., Dr. J. H. Patterson, 826 Security 
Bldg., Phoenix. 

Catirornia: Oral examinati m (requ tired when reciprocity application 
is aon on a state certificate or license issued ten or more years before 
fling application in California), Los Angeles, July 14. Written. San 
Francisco, June 30-July 3. Sec., Dr. Charles B. Pinkham, 1020 N St., 
Sacraments 

Cororapo:* Denver, July 18. Applications must be on file not later 
than June 15. Sec., Dr. Harvey W. Snyder, 831 Republic Bldg., Denver. 

Connecticut:* Medical. Written. Hartford, July 8-9. Endorsement. 
ere rd, July 22 Sec., Dr. Thomas P. Murdock, 147 W. Main St., 


Mer ien. He meopathic Derby, July 15-16. Sec., Dr. Joseph H. Evans, 
1488 "€ hapel St., New Haven. 
DELAWARE: July 8-10. Sec., Medical Council of Delaware, Dr. 


Joseph S. McDaniel, 229 S. State St., Dover. 

Fioripa:* Jacksonville, June 23-24. Sec., Dr. William M. Rowlett, 
Box 786, Tampa. 

Haw ait: Honolulu, July 14-17. Sec., Dr. James A. Morgan, 48 Young 
Bidg., Honolulu. 

Ipano: Boise, Oct. 7. Dir., Bureau of Occupational License, Mr. 
Walter Curtis, 355 State Capitol Bidg., Boise. 

Intinors: Chicago, June 24-26. Supt. of Registration, Mr. Lucien A. 
File, Department of Registratic n and Education, Springfield. 

Inpiana: Indianapolis, June 17-19. Sec., Board of Medical Registra- 
on and Examination, Dr. J. W. Bowers, Citizens Trust Bldg., Fort 

ayne, 

Kansas: Kansas City, June 17-18. Sec., Board of Medical Registra- 
tion and Examination, Dr. J. F. Hassig, 905 N. 7th St., Kansas City. 

Lovurstana: New Orleans, June 12-14. Sec., Dr. Roy B. Harrison, 
1507 Hibernia Bank Bldg., New Orleans. 
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Maine: Augusta, July 1-2. Sec., Board of Registration in Med licine 
Dr. Adam P. Leighton, 192 State St., Portland. 7 

MARYLAND: Medical. Baltimore, June 17-20. See., Dr. John T 
O’Mara, 1215 Cathedral St., Baltimore. Homeopathic. Baltimore, June 
17-18. Sec., Dr. John A. Evans, 612 W. 40th St., Baltimore. 

MASSACHUSETTS: Boston, July 8-11. Sec., Board of Registration jn 
Medicine, Dr. Stephen Rushmore, 413-F State House, Boston. 

Micuican:* Ann Arbor and Detroit, June 11-13. Sec., Board of 
Registration in Medicine, Dr. J. Earl McIntyre, 202-4 Hollister Bld 
Lansing. 

MinneEsota:* Minneapolis, June 17-19. Sec., Dr. Julian F. Du Bois, 
350 St. Peter St., St. Paul. 

Mississippi: Jackson, June 25-26. Asst. Sec., State Board of Health 
Dr. R. N. Whitfield, Jackson. . 

Montana: Helena, Oct. 6-8. Sec., Dr. Otto G. Klein, First National 
Bank Bldg., Helena. 

Nevapa: Reciprocity with oral examination, Aug. 4. Sec., Dr. Fred 
M. Anderson, 215 N. Carson St., Carson City. 

New Hampsuire: Concord, Sept. 11-12. Sec., Board of Registration 
in Medicine, Dr. T. P. Burroughs, State House, Concord. 

New Jersey: Trenton, June 17-18. Sec., Dr. Earl S. Wetices 

W. State St., Trenton. 

New Mexico: Santa Fe, Oct. 13-14. Sec., Dr. Le Grand Ward, 
Sena Plaza, Santa Fe. 

New York: Albany, Buffalo, New York and Syracuse, June 23-26, 
Chief, Bureau of Professional Examinations, 315 Education Bldg., Albany, 

Nortu CAROLINA: Raleigh, June 16-20. Sec., Dr. W. D. James, 
Hamlet. 

Nortu Dakota: Grand Forks, July 1-4. Sec., Dr. G. M. Williamson, 
4% S. Third St., Grand Forks 

Oun1o: Practical. June 11 veal 14. Written. June 12-13. Sec., Dr. 
H. M. Platter, 21 W. Broad St., Columbus. 

Oxvtanoma:* Oklahoma City, June 11-12. Sec., Dr. James D, 
Oshorn Jr., Frederick. 

Orecon:* Portland, July 24-26. Final date for filing application is 
July 9. Exec. Sec., Miss Lorienne M. Conlee, 608 Failing Bldg, 
Portland. 

PENNSYLVANIA: Philadelphia and Pittsburgh, July 8-12. Act. Sec., 
Bureau of Professional Licensing, Department of Public Instruction, 
Mrs. Marguerite G. Steiner, 358 Education Bldg., Harrisburg. 

Ruope Istanp:* July 10. Acting Chief, Division of Examiners, 
Mr. E. Clyde Thomas, 366 State Office pute. ‘ow? 

Soutu Caro.ina: Columbia, June 23-25. Sec., . A. Earle Boozer, 
505 Saluda Ave., Columbia. 

Sovutu Daxorta:* Pierre, July 15-16. Dir., Medical Licensure, Dr. 
J. F. D. Cook, State Board of Health, Pierre. 

Texas: Austin, June 16-18. Sec.. Dr. T. J. Crowe, 918-20 Texas 
Bank Bldg., Dallas. 

VerMONT: Burlington, June 17-19. Sec., Dr. F. J. Lawliss, Richford. 

Vircinta: Richmond, June 17-20. Sec., Dr. J. W. Preston, 30% 
Franklin Road, Roanoke. 

WASHINGTON: Seattle, July 21-23. Sec., Department of Licenses, 
Mr. Nelson N. Vaughan, Olympia. 

West Vircinta: Wheeling, July 7-9. Sec., Public Health Council, 
Dr. C. F. McClintic, State Capitol, Charleston. 

Wisconsin:* Milwaukee, June 24-27. Sec., Dr. H. W. Shutter, 425 
E. Wisconsin Ave., Milwaukee. 


t 
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* Basic Science Certificate required. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

Arizona: Tucson, June 17. Sec., Mr. Franklin E. Roach, Science 
Hall, University of Arizona, Tucson. 

Connecticut: June 14. Address State Board of Healing Arts, 1945 
Yale Station, New Haven. 

District oF CotumsBi1a: Washington, Oct. 20-21. Sec., Dr. George C. 
Ruhland, 203 District Bldg., Washington. 

Iowa: Des Moines, July 8 Dir., Division of Licensure and Registra- 
tion, State Department of Health, Mr. H. W. Grefe, Capitol Bldg., Des 


Moines. ; 
Orrcon: Corvallis, July 12. Sec., State Board of Higher Education, 


Mr. Charles D. Byrne, University of Oregon, Eugene. 
Ruope Istanp: Providence, Aug. 20. Acting Chief, Division of 
Examiners, Mr. E. Clyde Thomas, 366 State Office Bldg., Providence. 
Soutn Dakota: June. Sec., Dr. G. M. Evans, Yankton. 
WasuInGTon: Seattle, July 17-18. Sec., Department of Licenses, 
Mr. Nelson N. Vaughan, Olympia. 


Colorado January Report 

The Colorado State Board of Medical Examiners reports the 
written examination for medical licensure held at Denver, Jan. 
8-10, 1941. The examination covered 8 subjects and included 
68 questions. An average of 75 per cent was required to pass. 
Three candidates were examined, all of whom passed. Nine 
physicians were licensed to practice medicine by endorsement 
of a state license and 1 physician so licensed by endorsement 
of credentials of the National Board of Medical Examiners. 
The following schools were represented: 


Year Per 
School — Grad. Cent 
University of Colorado School of Medicine............ (1939) 8) 
Northwestern University Medical School............. (1940) 89.9 
State University of lowa College of Medicine......... (1940) Be 
le ndorsement 
School LICENSED BY ENDORSEMENT — wr ig 
College of Medical Evangelists. ...........+...0.e-05 (1939) N. B. M. Ex. 
University of Michigan Medical School.............. (1938) Florida 
University of Minnesota Medical School.............. (1939) Minnesota 
Washington University School of Medicine........... (1934) M 
University of Nebraska College of Medicine......... (1930) 
Univ. of Rochester School of Medicine and Dentistry. . (1935) 
Ohio State University College of Medicine........... (1930) 
University of Oklahoma School of Medicine.......... (1938) 
University of Oregon Medical School................ (1936) 
University of Tennessee College of Medicine.......... (1937) 
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MEDICOLEGAL ABSTRACTS 


Evidence: Osteopath as Expert Witness in Malprac- 
tice Suit Against Clinic of Nonsectarian Physicians.— 
The plaintiff, a woman aged 75, broke “her left leg below the 
knee’ Nov. 13, 1937. She was taken to the defendant hos- 
pital and clinic where roentgenograms were taken, the fracture 
was reduced and she was attended by nonsectarian physicians. 
She was discharged from the hospital Jan. 29, 1938. Her leg, 
however, was “not straight” and was swollen and it was neces- 
sary for her to use a cane. She subsequently sued the hos- 
pital and clinic for malpractice. She offered as a witness an 
osteopath who, after viewing roentgenograms taken of the leg 
at the hospital while the leg was still in a cast, was asked 
whether or not the roentgenograms showed “a proper setting 
of that leg.” The court refused to permit the osteopath to 
answer, in effect refusing to permit the witness, because he 
vas an osteopath, to qualify as an expert witness in the case, 
relying apparently on the theory that when a physician is 
sued for malpractice his treatment of the patient can be tested 
only by the rules and principles of the school of healing to 
which he belongs. To qualify the witness to testify, counsel 
for the patient then offered to “prove that the method of 
reduction of fractures by an osteopathic physician and surgeon 
and by a medical physician and surgeon are the same; that 
they use the same textbooks and the methods of reduction as 
taught in the two schools are the same.” The trial court 
refused this offer of proof and later directed a verdict in favor 
of the defendant hospital and clinic. The plaintiff appealed 
to the Supreme Court of Missouri, division 1, assigning error 
in the refusal of the trial court to receive evidence that would 
have qualified the defendant to testify as to the negligence of 
the defendant hospital and clinic, which in turn might have 
constituted sufficient evidence to require the case to be sub- 
mitted to the jury. 

In an action for malpractice, said the Supreme Court, a 
physician or surgeon is entitled to have his treatment of his 
patient tested by the rules and principles of the school of 
medicine to which he belongs, and if he performs the treat- 
ment with ordinary skill and care in accordance with his 
system he is not answerable for bad results. However, this 
does not mean that no testimony of a practitioner of one 
school is competent in a malpractice case against a practitioner 
of another school. A practitioner of the healing art is “com- 
petent to express an opinion as to matters of diagnosis and 
to testify to any scientific fact that is, or ought to be, known 
to every physician and surgeon of every school or system.” 
As was said by the Supreme Court of Washington in Swanson 
v. Hood, 99 Wash. 506, 170 P. 135: 

The rule is not that a physician of another school is not competent 
to testify, but that a defendant’s treatment is to be tested by the general 
doctrine of his own school, which is a very different thing; in other 
words, the standard of exclusion of evidence is not the school of the 
Witness, but the premises of his testimony. If the premises from which 
he testifies, that is to say, the criterions by which he measures defendant's 
treatment, are those of defendant’s own school, the witness is not dis- 
page merely because he himself belongs to another school. — 

ier once appeared that the osteopathic physician was basing his 


— iony on the tenet of appellant’s own school, his testimony was admis- 
sible; its weight was for the jury. 


It is apparent, continued the Supreme Court, that in this 
case the trial judge took the position that the osteopath could 
not qualify as an expert in the case solely because he was 
not a graduate of any medical school. In so ruling, the trial 
— disregarded the ruling of this court in Grainger v. Still, 
187 Mo. 197, 85 S. W. 1114, 70 L. R. A. 49, that, if “it should 
appear that both the schools to which the witnesses and the 
defendant belonged employed the same treatment” to the con- 
dition under consideration, testimony as to propriety of treat- 
ment would be competent. As to how similarity of methods 
might be shown, it was said in Swanson vy. Hood, supra, that 


such testimony “is admissible, though it be based on the study 
of books rather than on his own experience.” Here the patient 
sought to show that the methods of reduction of fractures as 
taught in the two schools are the same, “not only from [the 
osteopath’s] study of books, but also from experience gained 
over a long period of time he had practiced with M.D.’s in 
this and similar fractures,” and, furthermore, “that the same 
textbooks and authorities are used by the followers of both 
schools” as to treatment of fractures. Whether or not the 
witness did know what he purported to know was of course 
another matter, which could go to the weight of his testimony 
only if he made a prima facie showing of qualifications. He 
was not even allowed to show what his qualifications were 
by stating what his experience and study had been. Neither 
was he permitted to testify as to what was shown by the 
roentgenograms taken by the defendant when the patient was 
in the hospital with her leg in a cast; and the basis of objec- 
tions and rulings did not go to his qualifications to understand 
and interpret roentgenograms. It was pointed out to the 
Supreme Court that the Missouri statutes require a doctor of 
medicine to study and pass examinations in anatomy, pliysi- 
ology and surgery and also impose these requirements on an 
applicant for a license to practice osteopathy. Other similar 
studies are required of both physicians and osteopaths. Cer- 
tainly, said the Supreme Court, reduction of fractures is a 
very different matter from the treatment of disease by medi- 
cine. It does not seem unreasonable that the study and meth- 
ods of the two schools of practice, that is nonsectarian medicine 
and osteopathy, would be the same in many respects as to 
treatment of fractures. Even a layman has some idea about 
what must be done. We hold, concluded the Supreme Court, 
therefore, that it was erroneous to refuse to permit the osteo- 
path to show his qualifications and to show the extent of 
similarity of study and methods of the two, schools. 

Accordingly, the judgment in favor of the defendant was 
reversed and the cause was remanded to the lower court for 
trial— Mann v. Grim-Smith Hospital and Clinic, 147 S. W. 
(2d) 606 (Mo., 1941). 


Insanity: Permanent Compulsory Detention on Cer- 
tificate of Two Physicians Illegal—A Vermont statute 
(Public Laws, sec. 4034) provides that no one shall be admitted 
to or detained in a hospital for the insane except on the cer- 
tificate of two licensed physicians that the person is insane. 
By another statute (sec. 4038) a person so certified to as 
insane, or any next friend or relative, may appeal from the 
“decision” of the physicians so certifying to the appropriate 
probate court, which is then to try the issue of insanity with 
the aid of a jury. 

Helen B. Cornell was admitted to Brattleboro Retreat, April 
23, 1936, on the certificate of two physicians that she was 
insane and was detained there until the conclusion of the pro- 
ceedings here abstracted. In November 1940 she attempted to 
appeal to the appropriate probate court, which dismissed her 
petition. The action of the probate court was affirmed by the 
Supreme Court of Vermont because of the delay of more than 
four years in applying for an appeal. Jn re Helen B. Cornell, 
18 A. (2d) 151. A writ of habeas corpus was then filed on 
her behalf with the Supreme Court of Vermont, alleging that 
she was detained in the retreat referred to against her will 
and that her detention was violative of rights guaranteed to 
her by the state and federal constitutions. 

At common law, said the Supreme Court, a person alleged to 
be insane, preliminary to the institution of judicial proceedings 
for the consideration of his mental condition, may be tem- 
porarily restrained without legal process if his being at large 
would be dangerous to himself or others, and such a restraint 
does not violate any constitutional provision. When, however, 
the confinement is permanent in nature, in order to be lawful 
it must be in pursuance to the judgment of a court of com- 
petent jurisdiction after such a person has had sufficient notice 
and adequate opportunity to defend. Notice and opportunity 
to defend are required by (1) atticle 10 of the state constitu- 
tion, which reads in part as follows: 


Nor can any person be justly deprived of his liberty, except by the 
laws of the land, or the judgment of his peers; 
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and (2) by that portion of the Fourteenth Amendment to the 
Federal Constitution providing that no state shall “deprive 
any person of life, liberty, or property, without due process 
of law.” The court concluded that a permanent detention under 
the circumstances here present was violative of the constitu- 
tional rights referred to. 

To execute such a certificate as is here in question, said the 
court, any two qualified physicians may be selected by those 
interested in having the person confined, regardless of other 
actuating motives. The physicians are neither designated, 
appointed nor commissioned by any court or public authority to 
act in that capacity. The physicians must examine the person 
within five days prior to executing the certificate under oath. 
The examination may be made without notice to, or knowledge 
by, the supposed insane person, and solely on such examination 
their certificate may be based. The physicians are not obliged 
to hear any other evidence, even though offered by the person 
examined or in his behalf to show his sanity, and if they do 
hear evidence so offered it is as a mere matter of favor on their 
part. A certificate of physicians executed under such circum- 
stances cannot have the force of judicial determination as to 
the state of a person’s mind. The certificate is not by law 
returnable to any court, public officer or public office. It is 
not a warrant, nor a binding order on any one, to commit to 
an asylum, or to restrain, the person certified to be insane. It 
is only the written opinion under oath of the physicians that 
the person is insane and is a proper subject for treatment and 
custody in some asylum. Having concluded that the confine- 
ment of Helen B. Cornell if permanent was illegal, the court 
also concluded that the detention was not temporary but perma- 
nent in character and ordered her discharge from custody.— 
In re Cornell, 18 A. (2d) 304 (Vt., 1941). 


Taxes: Salary of Physician Employed by State Hos- 
pital Not Exempt from Federal Income Tax.—The plain- 
tiff served, on a part time basis, as the senior gynecologist in 
the Pondville State Cancer Hospital. He was paid an annual 
salary. While he was answerable to the chief of staff and the 
superintendent of the hospital for keeping the gynecologic ser- 
vices of the hospital up to a proper standard, neither of these 
officers exerted any control over him as to the method and type 
of treatment that was to be accorded to any patient. Having 
paid a federal income tax, under protest, on his salary for the 
year 1932, the plaintiff filed suit in the United States district 
court, D, Massachusetts, to recover the amount paid. 

The plaintiff first contended that his income from the hospital 
was not taxable because the hospital was an agency or instru- 
mentality of the state engaged in an essential governmental 
function. In the opinion of the court, however, the case of 
Cook v. United States, 26 F. Supp. 253, was determinative of 
this question. In that case it was held that the Worcester 
City Hospital was not engaged in an essential governmental 
function and that a radiologist employed part time therein was 
not immune from federal income taxes. Neither could the court 
agree with the plaintiff's contention that his salary was exempt 
from taxation because of the provisions of the Public Salary 
Tax Act of 1939. That act subjected to federal income taxes 
the salaries of state officers and employees but exempted from 
taxation salaries earned prior to 1939. In the opinion of the 
court the plaintiff was not an officer or employee of the state 
but was an independent contractor, and hence did not come 
within the terms of the Public Salary Tax Act. The court 
therefore denied the relief sought and the plaintiff appealed to 
the United States circuit court of appeals, first circuit. 

In the oral argument before the circuit court of appeals, the 
government waived the question as to whether or not the Pond- 
ville Hospital was an agency or instrumentality of the state. 
The only question on appeal, therefore, was whether the plain- 
tiff during the year 1932 was an employee of an agency or 
instrumentality of the Commonwealth of Massachusetts so that 
his compensation for services was exempt from taxation under 
the provisions of the Public Salary Tax Act of 1939. The 


circuit court of appeals said that the basic distinction between 
employees who are immune from taxation and independent con- 
tractors who are not immune is the degree of control exercised 
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over their services, along with the hours of work, freedom tp 
engage in other professional activity, continuity of employment 
and the like. And the question of control is a matter to be 
settled by the circumstances of each particular case. In those 
cases in which it has been held that professional men ere 
employees, the court pointed out, it was found that the state o; 
local agency had first call on their services and could make yse 
of their entire time to the exclusion of private pursuits. (py 
the other hand, where professional men have been held to be 
independent contractors and subject to taxation, stress has been 
laid on the ability of the taxpayer to carry on private work 
and the fact that he was simply required to reach a particular 
result with little or no control over the method of attainment. 

The fact that the plaintiff in this case, the court observed, 
may have been included in the definition of “employee” in the 
statutory authorizations under which he was hired and pursuant 
to which his salary was regulated was not controlling. Neither 
was it vital that the plaintiff, in 1932, was paid on a salary 
basis rather than on the former fee basis, since the duties per- 
formed were the same and the change in the method of com- 
pensation was made solely for reasons of economy and not in 
order to change the relationship between the parties. The 
method of measuring compensation, in the opinion of the court, 
was of little significance. The plaintiff, continued the court, 
was not subject to sufficient control to be considered an 
employee. He was in complete charge of the gynecologic ser- 
vice at the hospital and no one told him how to treat the 
patients under his care. The hospital was interested only in 
the satisfactory coverage of the service. Furthermore, the 
plaintiff gave up only a small portion of his time to the hospital 
and was under no obligation to give the hospital patients 
preference over his private patients. The income he derived 
from the hospital was but a small proportion of his total annual 
income. He occupied the same position he would occupy if a 
single patient paid him a yearly sum to examine him weekly 
and for the sake of convenience requested a particular form of 
report and fixed hour for the examination, which the physi- 
cian might vary by arrangement, and the court found difficulty 
in considering such a physician as an employee of his patient. 
Furthermore, observed the court, it is well established that there 
is no such relation of employer-employee between a_ hospital 
and its visiting surgeons sufficient to support an action against 
the hospital to require it to respond in damages for any negli- 
gent treatment of a patient by one of its physicians. 

The court concluded, therefore, that the tax in question was 
legally assessed and collected and that a refund thereof was 
properly denied. The judgment of the district court against the 
plaintiff was affirmed.—Mcigs v. United States, 30 F. Supp. 08 
(1939); 115 F. (2d) 13 (1940). 
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C. W. Countryman, 407 Riverside Ave., Spokane, Wash., Secretary: 
Utah State Medical Association, Salt Lake City, June 12-14. Dr. D. © 
Edmunds, 610 McIntyre Bldg., Salt Lake City, Secretary. 


Miss 


Dr. Frederick R. 


25-28. Dt. 








M.A 


4, 194] 


lom to 
Oyment 
to be 
1 those 
1 Were 
tate or 
ike use 
Ss. On 
| to be 
is been 





Work 
‘ticular 
nent. 
served, 
in the 
irsuant 
either 
salary 
'S per- 
-com- 
not in 

The 
court, 
court, 
dan 
C ser- 
t the 
ly in 

the 
spital 
tients 
rived 
nual 

if a 
eekly 
m of 
hysi- 
culty 
ient. 

here 
pital 
1inst 
egli- 


was 
was 
the 
. 68 


VoLtuME 116 
NuMBER 23 


Current Medical Literature 


AMERICAN 


The Association library lends periodicals to members of the Association 
and to individual subscribers in continental United States and Canada 
for a period of three days. Three journals may be borrowed at a time. 
Periodicals are available from 1931 to date. Requests for issues of 
earlier date cannot be filled. Requests should be accompanied by 
stamps to cover postage (6 cents if one and 18 cents if three periodicals 
are requested). Periodicals published by the American Medical Asso- 
are not available for lending but can be supplied on purchase 
order Reprints as a rule are the property of authors and can be 
btained for permanent possession only from them. 


ol 
Titles marked with an asterisk (*) are abstracted below. 


ciation 


American Journal of Clinical Pathology, Baltimore 
11:83-174 (Feb.) 1941 


Heparin as Anticoagulant in Sedimentation Tests: Comparative Study. 
S. W. Sappington and L. M. Gillis, Philadelphia.—p. 83. 

*Transfusion Reactions: Experiences with More Than 3,000 Blood 
Transfusions. A. S. Wiener, B. H. Oremland, M. A. Hyman and 


A. A. Samwick, Brooklyn.—p. 102. 

Stabilization of High Vacuum-Dried Guinea Pig Complement Before 
Drying and After Restoration with Water.  F. Boerner, E. W. 
Flosdorf and Marguerite Lukens, Philadelphia.—p. 122. 

Syphilitic Aneurysm of Heart: Case Report with Review of Literature. 
C. G. Aronstein and L. Neuman, Washington, D. C.—p. 128. 

Seminoma and Teratoma in Same Testis: Report of Case. J. R. 
McDonald and A. C. Broders, Rochester, Minn.—p. 138. 

More Sensitive Biotitration of Optimum Erythrocyte Maturation in 
Human Anemic States. B. C. Houghton and C. A. Doan, Columbus, 


Ohio.—p. 144. 

Aratomie Diagnosis of Acute Appendicitis. O. Saphir, Chicago.—p. 163. 

Transfusion Reactions.—Wiener and his associates discuss 
the reactions occurring among 3,000 transfusions. All blood is 
typed before transfusing by testing the serum and the cells and 
cross matching the blood of the donor and the patient. Because 
of the human factor, even with these precautions there were 
2epatients who were given blood of the improper group. In 
1 a definite, though not serious, hemolytic reaction occurred. 
The transfused blood was quickly eliminated from the body of 
the 2 patients and this was followed by the appearance of 
immune isoantibodies of high titer in the patient’s serum. In 
the patient of group AB, subgroup A.B, who had received two 
transfusions of group O blood, anti-O agglutinins were observed 
in the serum. This suggests that the production of immune 
anti-O isoantibodies should probably be considered in repeated 
transfusions of blood from universal donors. Other complica- 
tions occasionally encountered were thrombosis of the vein at 
the site of injection, at times associated with phlebitis, and 
suppuration of the wound in cases in which an incision was 
necessary. These complications were infrequent and never 
retarded convalescence. The idea that the rapid introduction 
of blood is dangerous for patients with endocarditis or thrombo- 
phlebitis seems to be supported by the sudden death of a patient 
with subacute bacterial endocarditis during a transfusion by a 
syringe-valve method. This was the only fatality that must be 
attributed directly to the transfusion. While the majority of 
chills following transfusion are caused by nonspecific agents 
(unclean apparatus) and do not nullify the hemoglobin rise, they 
may be part of a more serious syndrome. The first step in 
differentiating nonspecific chills from those of incompatibility 
of the donor's blood is to repeat the grouping and cross match- 
ing tests on samples of blood obtained before transfusion and 
also on fresh samples to determine whether there has been an 
¢rror in grouping. The patient’s sample taken after transfusion 
should also be examined for hemoglobinemia and its icterus 
mdex, The urine should be examined. When the patient and 
donor are of the same blood group, tests for M-N should be 
made. If the M-N types of patient and donor are different, 
tests on the patient’s blood with anti-M and anti-N serums will 
dc monstrate whether the donor’s blood is still present in the 
patient's circulation. If it is present, a hemolytic reaction is 
excluded. If the M-N types are the same, hemoglobin deter- 
minations must be depended on. From five to ten days after 
transtusion the patient’s serum should be matched against the 
7 a cells to detect any immune isoantibodies which may 
lave formed. 
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American Journal of Medical Sciences, Philadelphia 
201:157-312 (Feb.) 1941 


Blood Pressure Determinations by Patients with Essential Hypertension: 
II. Difference Between Home and Clinic Readings During and After 
Treatment. D. Ayman and A. D. Goldshine, Boston.—-p. 157. 

Azotemia Due to Ingestion of Blood Proteins: Blood Urea Increase 
Related to Ingestion of Whole Blood, Red Cells, Plasma and Other 
Proteins. C. L. Yuile and W. B. Hawkins, Rochester, N. Y.—p. 162. 

Electrocardiogram During Electric Shock Treatment of Mental Disorders. 
S. Bellet, A. Kershbaum and W. Furst, Philadelphia.—p. 167. 

Changes in Electrocardiogram and in Cardiac Rhythm During Thera- 
peutic Use of Potassium Salts. H. J. Stewart and J. J. Smith, New 
York.—p. 177. 

*Cardiac Disease Among 28,139 Newly Entering Students at University 
of Wisconsin. L. R. Cole, Madison, Wis.—p. 197. 

Treatment of Addison’s Disease with Pellets of Synthetic Desoxycor- 
ticosterone Acetate Implanted Subcutaneously. G. Segall, Los Angeles. 
—p. 202. : 

Local Use of Sulfanilamide Powder and Hydrogen Peroxide in Wound 
Infections. L. Schneider, Newark, N. J.—p. 208. 

*Intravenous Use of Sodium Sulfapyridine in Treatment of Pneumonia 
and Pneumococcic Infections. W. L. Winters, W. W. Fox and 
R. Rosi, with technical assistance of Dolores Lammers, Chicago. 
p. 216. 

*Accuracy of Fluoroscopy in Detection of Pulmonary Tuberculosis. H. L. 
Israel and H. W. Hetherington, Philadelphia.—p. 224. 

Spondylarthritis Ankylopoietica: Review and Report of Twenty Cases. 
C. L. Dunham, Chicago, and F. G. Kautz, New York.—p. 232. 

Nutritional Aspects of Treatment of Arthritis. R. Pemberton and C. W. 


Scull, Philadelphia.—p. 250. 
Waterhouse-Friderichsen Syndrome: Acute Bilateral Suprarenal Hemor- 
rhage. J. W. Lindsay, E. C. Rice, M. A. Selinger and L. Robins, 


Washington, D. C.—p. 263. 
Cerebrospinal Fluid Total Protein in Alcoholic Psychopathies. S. R. 


Rosen, Alhanyv, N. Y.—p. 270. 

Use of Acetyl-Beta-Methylcholine Chloride Tontophoresis in Nonarterial 

Peripheral Vascular Disease. H. Mortgomery, with technical assistance 

of Sara C. Turner and Elizabeth C. Sammis, Philadelphia.—p. 277. 

Heart Disease Among Students.—Cole states that among 
the 28,139 students admitted to the University of Wisconsin 
between 1931 and 1939 who were given complete physical exami- 
nations there were 289 with heart disease. The sex ratio was 
1.7 females to 1 male. This is a higher proportion of females 
than is commonly observed. The mitral valve was most fre- 
quently involved and it was clinically diseased in 91 per cent 
of the cases, the next most frequent site was the aortic valve 
in 15.5 per cent and there were only 2 cases of involvement of 
the pulmonic valve. Cardiac enlargement was shown to be 
present in 31.8 per cent of the patients, and 15.9 per cent had 
elevated blood pressures. Pericardial changes were observed 
in 14 cases. Disorders of rhythm were present on the electro- 
cardiograms in 11 cases. More studies of this type, in view of 
the similarity of circumstances and conditions surrounding col- 
lege students, would give an additional impetus to furthering 
preventive medical practice. 

Sodium Sulfapyridine for Pneumococcic Infections.— 
According to Winters and his collaborators, the advantages of 
the intravenous administration of sodium sulfapyridine outweigh 
the disadvantages in the treatment of pneumococcic infections. 
The material for their study consists of 80 patients with pneu- 
monia who were severely ill at the time of admission or who 
failed to respond to oral sulfapyridine. The potential toxicity 
of the drug was considered, but it was decided that treatment 
of the infect‘on was more important and urgent than its possible 
toxic effect. Sodium sulfapyridine intravenously should not 
replace its oral use, but its parenteral use is definitely desirable 
for patients who are unable to have serum or to retain the drug 
orally or for those who are unable to cooperate because of coma 
or delirium. All but 1 of 13 patients who failed to respond to 
oral sulfapyridine and 4 patients who had a relapse made a 
prompt favorable response after sodium sulfapyridine was given 
intravenously. The high mortality (22 deaths) is readily 
explained by the fact that only those cases with a grave prog- 
nosis were selected for treatment with intravenous sodium sulfa- 
pyridine. Accidents may follow the intravenous use of sodium 
sulfapyridine, but these may be avoided by careful preparation 
and administration of the solution. The authors encountered no 
severe toxic reactions among their one hundred and fifteen intra- 
venous injections. The response to treatment was more imme- 
diate with intravenous sodium sulfapyridine than with oral 
sulfapyridine. Repeated at intervals of twelve hours a dose of 
0.06 Gm. per kilogram of weight maintains a level of from 
6 to 15 mg. per hundred cubic centimeters. The fear of reac- 
tions following its intravenous administration seems unwarranted 
and should not limit its more general application. 
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Fluoroscopy in Detecting Pulmonary Tuberculosis.— 
Israel and Hetherington point out that the duplicate fluoroscopic 
and roentgen examinations given 1,021 patients who had a his- 
tory of respiratory symptoms or of exposure to tuberculosis 
indicate that fluoroscopy provides an accurate method for the 
detection of pulmonary tuberculosis. In 329 patients abnormali- 
ties appeared definite or probable and in the remaining 692 
patients in whom no definite abnormality was reported on 
fluoroscopic examination only 4 had clinically significant tuber- 
culous lesions. Fluoroscopy failed to detect the small apical 
infiltrations that would be merely observed or disregarded by 
the clinician in 18 instances. These were not necessarily the 
obsolete minimal apical lesions which represent, as Hedvall has 
shown, the earliest roentgen evidence of pulmonary tuberculosis. 
The lesions described by Hedvall are demonstrable only after 
the most careful roentgen study and are at present overlooked 
by most roentgenologists and disregarded by most clinicians. 
Fluoroscopic examination will detect infiltrations so hidden by 
superimposed bony structures that they are not detected on 
single roentgenograms. Infiltrations have been found on fluoro- 
scopic examination of 2 students in whose films, taken at another 
institution, no certain abnormality could be distinguished. 
Tuberculous infiltrations can be detected in children with even 
greater accuracy. Tuberculous tracheobronchial lymph node 
enlargement, definite on roentgen examination, was detected in 
all but 2 instances by fluoroscopy. When lymph node enlarge- 
ment was definite or probable on one method of examination it 
appeared the same on the other. It is questionable whether 
roentgen or fluoroscopic examination is the more authoritative 
in the diagnosis of tuberculous lymph node enlargement and 
calcified primary lesions. In a number of instances calcification 
appeared definite on fluoroscopy, while flat roentgenograms 
showed no abnormality that would warrant such a diagnosis. 
An even larger proportion of cases in which a calcified primary 
lesion was diagnosed from flat roentgenograms was considered 
negative on fluoroscopy. 


American J. Obstetrics and Gynecology, St. Louis 
41:179-354 (Feb.) 1941. Partial Index 


*Clinicopathologic Investigation of Causes of Menometrorrhagia. E. Hen- 
riksen, Los Angeles.—p. 179. 

Role of Fallopian Tubes in Spread of Pelvic Cancer: Report of Case 
with Brief Review of Literature. O. Wallis, Chicago.—p. 196. 

Erythrocyte Sedimentation Reaction During Pregnancy. C. J. Vogt, 
Cleveland.—p. 206. , 

*Role of Deep Cauterization in Prevention of Cancer of Cervix: Report 
of 10,000 Cases. B. Z. Cashman, Pittsburgh.—p. 216. 

Unexpected Postpartum Hypertension. H. Meyer and S. B. Nadler, 
New Orleans.—p. 231. 

Survey of 425 Cases of Toxemia of Pregnancy. 
New York.—p. 242. 

*The Endometrium in Tuberculous Peritonitis and in Sterility. 
Jensen and J. R. McDonald, Rochester, Minn.—p. 268. 

Contractile Response of Pregnant Human Uterus to Posterior Pituitary 
Extract: Study of 375 Injections Recorded with Lérand Tocograph. 
D. P. Murphy, Philadelphia.—p. 274. 

Observations on Possible Relationship of Diet to Late Toxemia of 
Pregnancy. J. H. Kooser, Hyden, Ky.—p. 288. 

Irradiation of Benign Pelvic Lesions. W. E. Brown, N. R. Kretzschmar, 
W. S. Peck and J. T. McGreer, Ann Arbor, Mich.—p. 295. 

Clinical Evaluation of Stilbestrol in Women with Hypoplastic Genitalia. 
H. H. Lardaro, New York.—p. 301. 

Effect of Diethylstilbestrol and Diethylstilbestrol Dipropionate on Post- 
menopausal Vaginitis and Symptoms. L. A. Gray and J. D. Gordinier, 
Louisville, Ky.—p. 326. 


Causes of Menometrorrhagia.—Henriksen lists the clini- 
copathologic data in 1,500 cases of menometrorrhagia. The 
series is divided into two groups: Group A includes the 729 
cases in which either the specimen removed at operation was 
obtained or the major factor was visualized or outlined by 
examination, and group B includes the 771 cases in which the 
diagnosis was made with the aid of examining endometrial 
and/or cervical tissue. The major causes of the abnormal 
bleeding among the first group were unknown in 197, benign 
cervical lesions in 148, uterine myomas in 108, ovarian in 76, 
pelvic inflammation in 76, malignant cervical changes in 57, 
tubal gestation in 27, senile vaginitis in 17, internal endome- 
triosis in 16, urethral in 4 and rectal in 3. In group B the 
causes were follicular in 187, possibly functional in 124, pubic 
in 103, endometrial polyps in 102, incomplete menstruation in 
82, endometrial hypertrophy in 70, postabortal in 53, inter- 
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menstrual bleeding in 33, general in 8, postirradiational iy 5 
tuberculous in 2 and abnormal gestational in 2. All the 
patients were between 20 and 40 years of age; thus the endo- 
crinopathies of early adolescence and the menopause were not 
operative. A summary of the cases reveals no typical set of 
symptoms peculiar to specific pathologic changes of either the 
uterus or the ovaries. The patient with the minimum of 
demonstrable changes may bleed more profusely than the one 
with widespread pathologic pelvic changes. In spite of ana- 
tomic lesions, other factors must be considered as probably 
fey Sapte the abnormal bleeding. Not only must the prob- 
lem be approached from an endocrine angle, but the clinico- 
pathologic aspects must not be forgotten or discarded because 
of the waves of therapeutic and investigative enthusiasm. The 
misinterpretation of the endometrial patterns and the misappli- 
cation of terminology have done much to complicate the pres- 
ent status of investigative and therapeutic work in menstrual 
aberrations. 

Deep Cauterization for Preventing Cervical Cancer— 
Cashman states that control and prevention of cancer of the 
cervix do not lie in the method of treatment but in the early 
diagnosis and adequate treatment of the preexisting lesion, the 
chronic cervicitis or, even better, in the prevention of cervicitis 
by proper treatment of the cervix after delivery. The cervix 
has been cauterized in the material to be reported routinely, 
since 1914, in all operations for chronic tubal infection, in all 
subtotal hysterectomies and in all cases of cervical leukorrhea 
sufficient to warrant radical treatment. The iniected cervix 
was cleaned up in any case in which operation was necessary 
for other conditions. Deep cauterization has been gradually 
adopted by gynecologic and obstetric staffs of the University 
of Pittsburgh Hospitals and there are now (over twenty-five 
years) 10,000 cases which have been followed up to determine 
the incidence of cancer in the cervices so treated. Data were 
secured concerning 3,143 patients, and 1,341 of them returned 
for examination. The interval between cauterization and 
follow-up examination was from one to twenty-four years. 
Among the 10,000 patients 2 were known to have cancer of the 
cervix before the follow-up. In the 31.4 per cent follow-up, 
or 3,143 patients, no additional cases of cancer of the cervix 
were found. To determine the true prophylactic value of deep 
cauterization in this series the incidence of cancer among 10,00 
gynecologic patients who have had no treatment of the cervix 
would be necessary. No such series is available, but certain 
estimates can be made from isolated surveys and published 
statistics. From this study it appears that the true incidence 
would probably lie between 19 cancers for 10,000 women in 
general and 182 for 10,000 gynecologic cases. According to 
Levin, who has applied accurate and scientific statistical meth- 
ods to the author’s data, the number of patients followed and 
the average duration of the follow-up were too small to con- 
stitute a fair test of the value of cauterization of the cervix 
in preventing subsequent carcinoma, and the facts obtained in 
this survey do not indicate that cauterization has any proply- 
lactic value. In view of the importance of settling this ques- 
tion it is to be hoped that follow-up of these patients will 
continue. 

Endometrium in Tuberculous Peritonitis and in Ster- 
ility—Jensen and McDonald studied the pathologic changes 
in the endometriums of 75 uteri removed in the course of sur- 
gical procedures; 25 of the uteri were removed surgically from 
women who had borne children and were ‘not suspected of 
having tuberculosis before operation, 25 from women who had 
never borne children but were married and desired to have 
children, and 25 from women who had tuberculosis of the 
peritoneum verified by microscopic examination. In the first 
group tuberculosis of the uterus was encountered in 2, oF 8 
per cent, in the second group the incidence was 4 per ceil 
and in the third group it was 60 per cent. The authors believe 
that endocervical tuberculosis was found more frequently than 
has been described previously. It seems likely that ii more 
extensive microscopic study was to be made of the endometrium 
in routine curettage and hysterectomy the incidence of uterine 
tuberculosis would be found to be much higher. 
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American Journal of Public Health, New York 


31:117-218 (Feb.) 1941 


Maternal and Child Health Programs Under the Social Security Act. 

“E. F. Daily, Washington, D. C.—p. 117. 

The Merit System in Relationship to Public Health Personnel.  F. L. 
Roberts, Memphis, Tenn., and B. Hill, Nashville, Tenn.—p. 121. 

Use of Lauryl Sulfate Tryptose Broth for Detection of Coliform Organ- 

n W. L. Mallmann and C. W. Darby, East Lansing, Mich.— 

Sec ndary Attack Rates in Pneumonia: Study of 13,500 Household Con- 

“tacts. E. S. Rogers, M. Robins and Margaret G. Arnstein, Albany, 
N. Y.—p. 135. 

Labor cam Studies of Methods for Cleansing of Eating Utensils and 
Evaluating Detergents. F. W. Gilcreas and J. E. O’Brien, Albany, 
N. Y.—p. 143. 

Analysis of Present Qualifications of Public Health Nurses in the United 
States. Pearl McIver, Washington, D. C.—p. 151. 

Setting Up New Minimal Qualifications for Public Health Nurses. 
Dorothy Deming, New York.—p. 158. 

Health Maintenance in Small Industry. R. B. Robson, Walkerville, 
Ont., Canada.—p. 162. 

Production and Standardization of Antipneumococcus Serum. H. W. 
Lyall, Albany, N. Y.—p. 167. 

Nutrition Education in a Dental Program. Ruth L. White, Boston.— 
». 171. 

Pexsibilities for Control of Syphilis with Intravenous Drip Technic of 
Massive Arsenotherapy. G. Baehr, New York.—p. 176. 


Am, J. Roentgenol. & Rad. Therapy, Springfield, Ill. 
45:161-320 (Feb.) 1941 


The Development of the Science of Roentgen Technic; Caldwell Lecture, 
1940. G. W. Holmes, Boston; introductory remarks by P. Brown, 
Egypt, Mass.—p. 161. 

Bleeding Lesions of Gastrointestinal Tract and Their Roentgenologic 
Diagnosis. B. R. Kirklin, Rochtester, Minn.—p. 171. 

Position of Colon. A. Oppenheimer, Beirut, Lebanon (Syria).—p. 177. 

Ave Criteria of Primary Tubercles Revealed by Roentgenologic Study. 
H. C. Sweany, Chicago.—p. 187. 

Insufficiency Fracture of Tibia Resembling Osteogenic Sarcoma. G. E. 
Pfahler, Philadelphia.—p. 209. 

Differential Diagnosis of Renal Neoplasms and Hydronephrosis or 
Pyonephrosis from Pyelographic Standpoint. B. S. Abeshouse, Balti- 
more.—p. 214 

Unoperated Hypernephroma of Ten Years’ Duration: Case. H. E. 
Carlson and N. F. Ockerblad, Kansas City, Mo.—p. 221. 

Sickle Cell Anemia, with Unusual Bone Changes. E. A. Danford, 
R. Marr and E. C. Elsey, Cincinnati.—p. 223. 

Roentgenographic Evidence in Chest of Injury to Abdominal Viscera: 
Report of Case. W. Snow, New York.—p. 227. 

Five Year End Results in Cervical Carcinoma Treated with Radium 
and 800 Kilovolt Roentgen Rays. H. E. Schmitz and J. F. Sheehan, 
Chicago.—p. 229. 

Physical Study of Intracavitary Radium Therapy. W. V. Mayneord 
and Joan Honeyburne, London, England.—p. 235. 

Radium Treatment -of Cancer of Uterus, with Reference to Physical 
Measurements of Radiations in Accordance with Investigations of 
W. V. Mayneord and Joan Honeyburne. E. Hurdon, London, 
England.—p. 250. 

Effects on Thymus and Testis of Rat When Thymus Is _ Irradiated. 
B. Jolles, London, England.—p. 259. 

Pharmacologic Behavior of Sodium Thorium Tartrate and Its Roentgen 
Diagnostic Value. F. R. Greenbaum and Catherine E. Aye, Phila- 
delphia.—p. 265. 


American Review of Tuberculosis, New York 
43:151-318 (Feb.) 1941 


Tuberculous Cavities: Observations on Transpleural Decompression. 
A. Goldman, H. Brunn and L. Ackerman, San Francisco.—p. 151. 
Results of Collapse Therapy: Follow-Up Study of Two Groups of 
Patients Treated, Between 1926 and 1938, Respectively With and 
Without Collapse Therapy: Data About Life Expectancy and Hospi- 

tal Mortality Rates. B. P. Potter, Jersey City, N. J.—p. 184. 
Insatiable Pneumothorax. E. Korol, Batavia, N. Y.—p. 190. 

Tuberculous Empyema: Type of Collapse and Extent of Disease as 
Factors in Its Onset. I. L. Cutler, Rutland, Mass.—p. 197. 
Laminagraphy in Chest Conditions. W. H. Weidman and Jean Kieffer, 
Norwich, Conn.—p. 202. 

Case Finding in Tuberculosis. R. G. Bloch, Chicago.—p. 213. 

Decline of Tuberculosis: Present Death Rates and Outlook for Future. 

x L. I. Dublin, New York.—p. 224. 

Tuberculosis in Students, J. A. Myers, Minneapolis.—p. 235. 
Constitution and Diet in Tuberculosis. F. H. Heise, Trudeau, N. Y.— 
Pneumococcic Pneumonia Complicating Pulmonary Tuberculosis. G. W. 
ee Louisville, Ky., and E. O. Coleman, Waverly Hills, Ky. 
Demonstration of Tubercle Bacilli: Comparative Study of Culture and 
eee Pig Inoculation. K. T. Sasano, D. W. Caldwell, E. L. 
pen eabamn and E. M. Medlar, Mount McGregor, N. Y.—p. 263. 
chabilitation and After-Care of the Tuberculous. T. C. Foster, Wash- 
ington, D. C.—p. 274, 


" Tuberculosis in Students.—According to Myers, the 
uberculosis Committee of the American Student Health Asso- 
— reported that 25.5 per cent of 82,774 students examined 
eo 1938-1939 term reacted to tuberculin. If every test 
‘as read correctly, each of these students possessed tuberculous 


lesions. Therefore approximately 25 per cent (with variations 
in different places) of students who enter as freshmen already 
have the disease in some form as manifested by the tuberculin 
reaction. They were infected before they entered college; the 
majority of them are noncontagious at the time of entrance and 
admission should not be refused. Nevertheless they have tuber- 
culous lesions of at least the primary complex, and an occasional 
case of clinical tuberculosis should be expected while they are 
in school. The only solution of the problem is protection 
against infection throughout the precollege age. Already this 
is being done with such success that there is an appreciable 
decrease of tuberculin reactors among entering students. As 
accurate methods of screening out contagious cases are avail- 
able, students need not contract tuberculosis while in college. 
If students are kept under sufficiently close observation, only 
rarely will a student enter with a contagious stage of the disease 
or will a case develop on the campus and dissemination to other 
students occur. No member of the personnel of an institution 
who has contagious tuberculosis should be permitted direct or 
indirect contact with the students. Immunization and vaccina- 
tion studies against tuberculosis have resulted only in contro- 
versy; therefore the weapons to employ are those found of 
universal value. Definitely established facts, when properly 
applied, are sufficient to control the disease on any campus. 

Constitution and Diet in Tuberculosis.—Heise declares 
that the evidence that resistance or susceptibility to tuberculosis 
is largely an inherited quality has been obtained from (1) the 
incidence of the disease and its fatality in the general population 
during successive years, (2) the effect of tuberculosis on racial 
stocks, (3) its effect on masses of people recently in intimate 
contact with it, (4) its incidence and fatality rate in family 
trees or stocks over long periods of time, (5) difference in 
incidence between fraternal and identical twins living in the 
same environment and (6) experimental work on animals. The 
inherited resistance can be strengthened or weakened by the 
food eaten. Evidence of this is had from studies of the effect 
of food shortages on populations during war and other economic 
disasters. Also that the resistance can be enhanced by feeding 
larger than usual quantities of qualitative or protective foods 
has been shown experimentally. The isolation of a patient with 
open tuberculosis has reduced the chances of infecting others 
and perhaps lessened the infecting dose and possibly repeated 
infections. Natural laws have acted to weed out the susceptible 
in successive generations. Better dietary habits have enhanced 
inborn resistance to all diseases, including tuberculosis. The 
inherited constitution and the better understanding of nutrition 
have played their part in reducing the tuberculosis mortality 
rate. 


Annals of Surgery, Philadelphia 
113: 321-480 (March) 1941 


Cancer of Breast. C. Eggers, T. de Cholnoky and D. S. D. Jessup, 
New York.—p. 321. 

*Nipple Discharge: Clinicopathologic Study. P. R. Hinchey, Salem, 
Mass.—p. 341. 

Surgical Treatment of Tumors of Mediastinum. G. J. Heuer, New 
York.—p. 357. 

Heterotopic Pancreatic Tissue Producing Pyloric Obstruction: Review 
and Case Report. E.G. Krieg, Detroit.—p. 364. 

lleojejunitis. B. B. Crohn and A. M. Yunich, New York.—p. 371. 

Nephro-Omentopexy and Nephromyopexy in Treatment of Arterial 
Hypertension. M. Bruger and R. F. Carter, New York.—p. 381. 

*Malignant Melanoma: Clinical Study of 117 Cases. T. de Cholnoky, 
New York.—p. 392. 

*Smoking and Thromboangiitis Obliterans. F. V. Theis and M. R. 
Freeland, Chicago.—p. 411. 

Rate of Healing of Tendons: Experimental Study of Tensile Strength. 
M. L. Mason and H. S. Allen, Chicago.—p. 424. 

Partial Myotomy in Treatment of Divided Flexor Tendons of Hand: 
Report of Two Cases. L. Blum, New York.—p. 460. 

Dislocation of First Cervical Vertebra. D. P. Willard and J. T. Nichol- 
son, Philadelphia.—p. 464. 


Nipple Discharge.—Hinchey discusses the frequency, type 
and etiology of discharge from the nipple as seen in 67 cases. 
The series excludes cases of discharge from inverted nipples 
or from ulcerated nipples found in cases of Paget's disease. 
Carcinoma, chronic cystic mastitis and papilloma were the 
three lesions responsible for about three fourths of the cases. 
The papilloma is a precancerous condition, and chronic cystic 
mastitis, with epithelial hyperplasia, is also to be regarded as 
precancerous. Twenty-four of the women had cancer; in 12 








the discharge was nonsanguineous. In 11 women the discharge 
was the first warning of disease of the breast, and 4 women 
had no mammary mass at the first examination. Contrary to 
common experience, chronic cystic mastitis was encountered 
more than twice as often as papilloma. The discharging breast 
in which no mass is palpable must be suspected of harboring 
not only the precancerous conditions of a papilloma or chronic 
cystic mastitis with epithelial hyperplasia but even actual 
cancer. Treatment consists in local surgical excision or mas- 
tectomy. Irradiation has not proved of value. A few cases 
require merely observation, but the surgeon should make this 
group as small as possible by considering all the possible sur- 
gical indications. Thus will important cancer-preventive sur- 
gery be performed and occasionally an early, impalpable cancer 
be discovered. There are five groups of patients with nipple 
discharge and no tumor in which surgery, in the author’s 
opinion, is definitely indicated: (1) nipple discharge with posi- 
tive transillumination, (2) nipple discharge with positive pres- 
sure test, (3) nipple discharge with localized nodularity in the 
breast, (4) nipple bleeding after the menopause and (5) con- 
tinued nipple bleeding of undetermined origin. The presence 
of blood in the discharge is significant, but its absence cannot 
rule out a dangerous lesion. Diagnosis is established by the 
finding of a continuous milky or a greenish yellow discharge 
which respectively indicate galactorrhea or duct stasis. 

Malignant Melanoma.—De Cholnoky believes that lack of 
information concerning the extremely malignant lesions (mela- 
nomas) that may arise from moles following trauma or chronic 
irritation is responsible for the patients’ long delay in seeking 
treatment. The results obtained by surgery are encouraging, 
but improper treatment or irritation of pigmented lesions must 
be prevented. Collaboration between the public, practitioners 
and surgeons is desirable for eliminating those pigmented areas 
which may undergo malignant degeneration. Beauty parlors, 
chiropodists and the like need to be warned about the possible 
consequences of insufficient treatment of the dark pigmented 
moles. Darkly pigmented nevi which are subjected to irrita- 
tion should be excised or coagulated. Chemical irritations, 
caustics and electric methods which do not destroy the entire 
lesion are to be avoided. Roentgen ray and radium therapy may 
destroy a local lesion, but authenticated cures following their 
use are rare; therefore it is not recommended for operable 
cases. Electrocoagulation followed by Ivymph node dissection 
may be desirable for destroying the local lesion. Radical sur- 
gery is the treatment of choice and should consist of wide 
local excision including surrounding subcutaneous fat tissue and 
underlying fascia, followed by regional lymph node dissection. 
Removal of the lymphatic vessels in the subcutaneous fat 
tissues around the lesion and between the lesion and the regional 
lymph nodes may be desirable in irritated lesions. Amputation 
of the fingers, toes and foot is advocated for anatomic reasons. 
This may improve the percentage of “five vear arrests,” which 
today occur in about one third of the cases. The author's 
statistics of 117 cases show five vear arrests in 42.3 per cent 
and ten year arrests in 192 per cent of the cases. Untraced 
cases were reported as deaths. 

Smoking and Thromboangiitis Obliterans.— According 
to Thets and Freeland, tobacco smoking was usually accom- 
pamied by a greater reduction in the oxygenation of the arterial 
blood in patients with thromboangtitis obliterans than in normal 
persons. The extent of the reduction seemed to be influenced 
by physiologic adjustments in the blood pressure, pulse rate 
and peripheral skin temperatures. Occasionally, when a decided 
increase in blood pressure and pulse rate followed smoking, the 
oxygen saturation of the arterial blood was found increased. 
The tmmecrease was greatest in patients recovered from thrombo- 
angutis obliterans who, after a period of abstinence from 
physiologic adjustments to compensate for the lowered oxygen 
tension in the tissues and internal organs may be an etiologic 
factor in thrombeangiitis obliterans. The increased viscosity 
and other changes in the blood in thromboangiitis obliterans 
may be evidences of disturbed tissue metabolism. All subjects 
(16 normal persons, 19 patients with thromboangiitis and 10 
with nonthromboangtitis obliterans) were stabilized in bed at 
room temperature for one hour with the body and extremities 


smoking, had particularly low oxygen saturation. Failure of 
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covered by one sheet. Repeated observations were made on 
the blood pressure, pulse rate, respiratory rate and the cyt. 
neous temperature of the toes and fingers. Arterial blood was 
obtained from the right radial artery and venous blood from the 
right antecubital vein. After stabilization and initial obsery. 
tions, successive cigarets were smoked at intervals of fijteey 
minutes and the foregoing studies made. 


Archives of Dermatology and Syphilology, Chicago 
43:435-006 (March) 1941 


Sulfonated Oil as Detergent for Diseases of Skin. C. G. Lane ans 
I. H. Blank, Boston.—p. 435. : 
*Treatment of Herpes Simplex with Moccasin Snake Venom. A, 4. 

Fisher, New York.—p. 444. 

Theoretic Considerations and Clinical Use of Grenz Rays in Dermatology. 
F. Kalz, Montreal, Canada.—p. 447. ; 

Exfoliative Dermatitis Due to Phenobarbital: Clinical and Postmortem 
Study of Case, with Review of Literature on Visceral Lesions in Cases 
of Drug Eruptions. N. J. Winer and R. L. Baer, New York.—p. 473, 

Severe Generalized Blastomycetic Dermatitis: Report of Case. J, p, 
Bush, University, Ala.—p. 485. 

Congenital Syphilis in Identical Twins with Dissimilar Serologic Reac. 
tions: Report of Case. E. Wolk, Boston.—p. 491. 

Dermatofibroma. J. F. Stecker and W. L. Robinson, Toronto, Canada. 
—p. 498. ‘ 

*Nonpellagrous Eruptions Due to Deficiency of Vitamin B Complex, 
P. Gross, New York.—p. 504. 

Comparison of Clinical and Pathologic Diagnoses of Malignant Condi. 
tions of Skin. Frances A. Torrey and E. A. Levin, San Francisco, 
—p. 532. 

Treatment of Psoriasis with Lemon Citrin (Vitamin P), Citrin Lemon. 
ade and Ascorbic Acid. <A. E. Goldfarb, Floral Park, N. Y.—p. 536, 

Control of Axillary Hyperhidrosis by Aluminum Phenolsulfonate. R. § 
Weiss and M. D. Marcus, St. Louis.—p. 539. 

Herpetic Stomatitis (Aphthous Stomatitis). A. R. Woodburne, Grand 
Rapids, Mich.—p. 543. 

Moccasin Snake Venom for Herpes Simplex.—\Vhilec 
treating a patient with blistering doses of ultraviolet rays for 
depressed acne scars, Fisher noticed that even mild erythema 
doses caused severe herpes simplex to recur in a certain area 
on the cheek, precluding further treatment. A moderately 
severe sunburn would also cause herpes to appear in the same 
area. The patient was given two doses of moccasin snake 
venom, 0.2 cc. of a 1: 3,000 dilution, at intervals of one week. 
Three weeks after the second dose herpes no longer appeared 
even after exposure to strong erythematous and blistering doses 
of ultraviolet rays. The immunity has so far lasted for eighteen 
months. The treatment has been tried in 10 other cases ot 
herpes of various parts of the face and in 4 cases of herpes 
progenitalis. Not enough time has elapsed to evaluate fully the 
importance of the method in these cases, but so far it has 
been effective. Most patients received two doses of snake 
venom, 0.2 cc. of a 1: 3,000 dilution, subcutaneously one week 
apart. Within a half hour after the injection the site of the 
injection became moderately tender and swollen. The patients 
described the reaction as a sensation like that of being struck 
on the arm. The sensation disappeared in from three to tour 
hours after the injection. In 3 patients, given more than two 
injections, swelling, redness and itching developed at the site 
of injection and subsided in from eight to ten hours. There 
were no general reactions. Moccasin snake venom may be 
effective in cases in which smallpox vaccination fails. 

Nonpellagrous Eruptions Due to Vitamin B Deficiency. 
—Gross reports 13 instances of a cutaneous eruption not quite 
conforming with any well known dermatologic entity. The 
common feature in all of the patients was their response © 
parenteral liver therapy, which suggested that the eruptions 
were due to a deficiency of the vitamin B complex. Diagnoss 
of pellagra was not permissible, as the cutaneous manifesta 
tions were not typical of the disease, nor were they associate’ 
with mucous membrane lesions of the mouth, gastrointestild 
disturbances or mental symptoms. The classification as nol 
pellagrous eruption due to deficiency of the vitamin B com 
plex seemed justified. It is the author's impression that 
condition in his cases in many ways follows the pattern | 
the cutaneous manifestations of well defined deficiency “* 
eases (ariboflavinosis, pellagra, tropical avitamunosis and the 
Plummer-Vinson syndrome). The extensive and localized eru?- 
9 . . , acts 
tions responded to treatment with liver extract. He a 
that the condition is a vitamin B complex deficiency and that 
the deficiency is due to low intake only in occasional instance 
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which may be identified with the so-called seborrheic diathesis. 
He makes no claim for a curative effect of liver therapy in 
the average case of seborrheic eczema, but further studies and 
, more rational therapy with synthetic products are necessary 
to clarify the role of vitamin therapy in this disease. Extensive 
monilial infections of the skin, vulval and anal eczema, krauro- 
sis vulvae and arsphenamine dermatitis have responded promptly 
to liver therapy. The relation of monilial infection to diabetes 
is reviewed from the newer knowledge of a vitamin B complex 
deficiency in persons with diabetes. 


Archives of Pathology, Chicago 
$1:285-410 (March) 1941 


Aberrant Mucosa in Esophagus in Infants and in Children. L. E. 
Rector and M. L. Connerley, Boston.—p. 285. 

Organismal Differentials: Further Investigations of Their Effects on 
Distribution of Leukocytes in Circulating Blood. H.'T. Blumenthal, 
St. Louis.—p. 295. 

Young Reticulated Argentophilic Form of Epithelioid Tubercle. D. Sym- 
mers, New York.—p. 304. 

Morphologic Alterations in Regressing Brown-Pearce Tumor and Their 
Relation to Changes Due to Irradiation. M. Appel, O. Saphir and 
A. A. Strauss, Chicago.—p. 317. 

Myoepithelium in Sweat Gland Tumors: Distribution, Histology, 
Embryology and Function. W. H. Sheldon, Brookline, Mass.—p. 326. 

Congenital Bicuspid Pulmonary Valves. S. Koletsky, Cleveland.— 
», 338. ° 

Chordal Ectopia and Its Possible Relation to Chordoma. T. Horwitz, 
Philadelphia.—p. 354. 

Value of Mallory’s Aniline Blue Stain in Histophysiologic Diagnosis of 
Goiter. C. A. Hellwig, Wichita, Kan.—p. 363. 

Anatomic Basis for Auricular Fibrillation. W. C. Hutcheson, New 
York. p- 369. 

Cardiac Hypertrophy and Coronary Arteriosclerosis in Hypertension. 
J. R. Kahn and E. S. Ingraham Jr., Cleveland.—p. 373. 

Malformations of Lung. G. E. Gruenfeld and S. H. Gray, St. Louis.— 


p. 392. 


Archives of Surgery, Chicago 
42:453-642 (March) 1941 


*Fluid Replacement in Surgical States, with Particular Reference to 


Transfusion of Ascitic Fluid: Clinical and Experimental Study. 
U. Maes and H. A. Davis, New Orleans.—p. 453. 
Improvement in Blood Transfusion Service: II. Establishment and 


Operation of Blood Transfusion Service. P. Hoxworth and C. Skin- 


ner, Cincinnati.—p. 480. 

Id.: III. Results of 3,077 Transfusions of Bank Blood: Statistical 
Analysis. P. Hoxworth and C. Skinner, Cincinnati.—p. 498. 

Resection of Colon by Intussusception: One Stage Interiorization Pro- 
cedure Resulting in End to End Anastomosis. G. O. Wood, Nashville, 
Tenn.—p. 508. 

*Postoperative Hypoprothrombinemia and Anesthesia. J. G. Allen and 
H. Livingstone, Chicago.—p. 522. 

Congenital Elevation of Scapula. A. D. Smith, New York.—p. 529. 

Fractures and Dislocations of Cervical Portion of Spine: Review of 
Eighty-Nine Cases. W. A. Clark, Pasadena, Calif.—p. 537. 

Vertebral Compression Fractures Sustained During Convulsions. 
S. Androp, E. S. Margolin, J. H. Marshall and Miriam Rittenhouse, 
Catonsville. Md.—p. 550. 

Extra-Articular Osteosynthesis for Nonunion of Fracture of Neck of 
Femur. M. S. Henderson, Rochester, Minn.—p. 557. 

Periosteal Fibrosarcoma. M. Batts Jr., Grand Rapids, Mich.—p. 566. 

Inguinal Endometrioma: Case. D. C. Patterson, W. A. Geer and 
Estella M. Strayer, Bridgeport, Conn.—p. 577. 

Timing Operative Intervention for Acute Intestinal Obstruction. J. D. 
Koucky and W. C. Beck, Chicago.—p. 581. 

Primary Carcinoma of Gallbladder. D. P. Greenlee, R. C. Hamilton 
and F. P. Ferraro, Pittsburgh.—p. 598. 

Review of Urologic Surgery. A. J. Scholl, Los Angeles; F. Hinman, 
San Francisco; A. von Lichtenberg, Budapest, Hungary; A. B. 
Hepler, Seattle; R. Gutierrez, New York; G. J. Thompson, J. T. 
Priestley, Rochester, Minn.; E. Wildbolz, Bern, Switzerland, and 
V. J. O’'Conor, Chicago.—p. 611. 


Fluid Replacement in Surgical States.—Maes and Davis 
consider the abnormal physiologic picture which follows loss 
oi water, plasma, electrolytes and blood, the technic of fluid 
replacement and the present status of transfusion of ascitic 
fluid. Minor grades of dehydration uncomplicated by large 
losses of electrolytes or blood may be treated by giving water 
orally or rectally. Many dehydrated patients may require 
treatment with fluids intravenously. Electrolyte replacement 
in the presence of dehydrated states in which there is some 
loss oi sodium, potassium and chloride ions may be deferred 
until hydration has been partially accomplished by means of 
lsotonic dextrose solutions. As electrolytes diminish, the organ- 
isms ability to retain water decreases proportionately. The 
elects of a gradual loss are anorexia, nausea and a tendency 
toward muscular and mental fatigue and cramps. Some of the 
surgical causes which may result in loss of electrolytes are 
artificial openings in the intestinal tract (jejunostomy, ileostomy 
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or cecostomy) and prolonged drainage from a biliary fistula. 
Other causes are prolonged diarrhea, discharges from suppurat- 
ing wounds, prolonged use of Wangensteen or Miller-Abbott 
gastrointestinal tubes, vomiting due to obstruction and excessive 
perspiration. Estimation of the level of plasma sodium chloride, 
which varies normally from 560 to 630 mg. per hundred cubic 
centimeters of blood, gives a direct clue to the extent of electro- 
lyte loss. A study of the secondary effects of electrolyte loss 
provides an indirect method. Hypertonic solutions to replace 
electrolytes are contraindicated. An isotonic solution of 5 per 
cent dextrose with 0.9 per cent sodium chloride provides an 
excellent replacement fluid. The electrolyte loss plus the basic 
electrolyte requirement provides a clue to the amount of solution 
to be administered. If secondary dehydration has reached the 
stage of reduction of blood volume, it should be restored by 
blood transfusion or preferably by plasma or ascitic fluid trans- 
fusion. Thereafter, electrolyte solutions may be administered. 
When sodium is lost, with resultant acidosis and dehydration, 
relatively larger amounts of solutions of electrolytes may be 
administered. Desoxycorticosterone acetate will help to fix the 
sodium and, consequently, the water in the tissues. When the 
loss is confined mainly to the chloride ion with resulting alkalo- 
sis and dehydration, relatively smaller amounts of electrolyte 
solutions may be given. Fresh whole blood is the most effi- 
cacious fluid for replacing lost blood. If not always available, 
ideal substitutes, containing one or more of the elements of 
blood and possessing one or more of the biologic properties of 
blood, are preserved blood, hemoglobin in solution, blood plasma 
and serum and ascitic fluid. Even though ascitic fluid contains 
no hemoglobin, its use in acute loss of whole blood is rational 
as in such states there is usually enough hemoglobin remaining 
to carry on the respiratory functions of the blood. Only 3 Gm. 
of hemoglobin per hundred cubic centimeters of blood is neces- 
sary to maintain adequate oxygenation. The effects of loss of 
plasma or plasma-like fluid from the blood stream are dependent 
on the rate of loss and the nature of the fraction (aqueous or 
protein) lost. In acute loss of plasma with hemoconcentration 
and its sequelae, fluid should be replaced before the capillary 
walls have been irreversibly damaged by oxygen lack. Crystal- 
loid and acacia solutions are contraindicated. The presence of 
hemoconcentration and increased viscosity of the blood suggests 
that solutions of normal human proteins without red blood 
cells might prove more effective than whole blood. Such solu- 
tions are plasma, serum and human ascitic fluid. If dehydration 
complicates the acute loss of plasma, crystalloid solutions may 
be given, but only after the plasma volume has been restored 
by protein-containing solutions. The most trustworthy criterion 
of the amount of plasma lost is the level of oxygen saturation 
of the blood. The therapeutic problem in chronic loss of plasma 
protein is correction of the disturbance of distribution of the 
body fluids resulting from lowering of the osmotic pressure of 
the blood. Therefore only protein-containing fluids (whole 
blood, plasma, serum and ascitic fluid) are indicated. Acacia 
solutions are contraindicated because of their deleterious action 
on protein regeneration. The danger of intravenous hypertonic 
and isotonic solutions of sodium chloride should be kept in mind 
when hypoproteinemia is present, as edema of the body tissues 
may be precipitated and such “salt” edemas are apt to resist 
treatment. Desoxycorticosterone acetate is contraindicated. 

Postoperative Hypoprothrombinemia and Anesthesia. 
—Allen and Livingstone determined the prothrombin of 106 
patients who underwent surgical procedures other than that of 
the biliary tract. Except in 1 case, no postoperative change 
was found in the prothrombin levels when ether, vinethene, 
nitrogen monoxide, ethylene-oxygen, avertin with amylene 
hydrate, nupercaine, spinal or local anesthesia was used. Loss 
of blood encountered at operation was determined on 11 patients 
and it was found that as much as a 785 cc. loss did not reduce 
the level of plasma prothrombin. In all but 2 of 13 patients 
with obstructive jaundice and 2 patients with bile fistulas who 
received preoperative vitamin K therapy for correetion of pro- 
thrombin deficiency a sharp postoperative drop in prothrombin 
occurred despite the correction. The authors suggest that 
storage of vitamin K or prothrombin probably occurs within 
the body and that the failure to replenish this store in patients 
with obstructive jaundice or biliary fistula probably accounts 
for their postoperative hypoprothrombinemia. 
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Arkansas Medical Society Journal, Fort Smith 
37:207-228 (March) 1941 


The Climacteric: Some Phases in Its Management. W. P. Sadler, 
Minneapolis.—p. 207. 

Brief Résumé of the 1937 Epidemic of Poliomyelitis in Little Rock, Ark., 
and Vicinity. H. S. Stern, Little Rock.—p. 210. 


Bulletin New York Academy of Medicine, New York 
17:165-242 (March) 1941 


What Is the New York Academy of Medicine? M. Goodridge, New 
York.—p. 165. 

Medical Aspects of Arterial Hypertension. E. V. Allen, Rochester, 
Minn.—p. 174. 

Pneumococcic and “Virus’ 

p. 187. 

Newer Knowledge of Vitamin B Complex. N. Jolliffe, New York.— 
p. 195. 

Osteomyelitis and Pyogenic Infections of Joints. M. Cleveland, New 
York.—p. 205. 

Prevention and Treatment of Infection in Wounds Both Operative and 
Accidental. F. L. Meleney, New York.—p. 221. 


* Pneumonia. H. A. Reimann, Philadelphia. 


Endocrinology, Los Angeles 
28:341-520 (March) 1941. Partial Index 


Induction and Course of Permanent Diabetes Produced by Anterior 
Pituitary Extract. F. C. Dohan, C. A. Fish and F. D. W. Lukens, 
Philadelphia.—p. 341. 

*Hepatic Glycogen Reserves in Diabetes Mellitus. I. A. Mirsky, M. 
Korenberg, N. Nelson and W. E. Nelson, Cincinnati.—p. 358. 

Agents Promoting Gastrointestinal Absorption of Insulin. P. J. Hanzlik 
and W. C. Cutting, San Francisco.—p. 368. 

*Clinical Trials with Insulin-Quinine Mixtures by Mouth in Diabetics. 
W. C. Cutting and G. B. Robson, San Francisco.—p. 375. 

Quantitative Precipitation of Urinary Gonadotropin of Normal Men and 
Women. L. Levin, New York.—p. 378. 

Thyroid Hormone in Blood and Tissues in Relation to Basal Metabolic 
Rate. J. F. McClendon and W. C. Foster, with clinical assistance 
of W. G. Kirkland, Philadelphia.—p. 412. 

Effect of Hysterectomy on Ovary, with Reference to Possible Hormone 
Action of Endometrium on Ovary. D. R. Mishell and L. Motyloff, 
New York. p. 436. 

Effect of Long Term Stimulation of Male and Female Rats with Estrone, 


stradio enzoate and Testosterone ropionate Administered in‘ 
Estradiol B t i Testosteron Propionat Administered in 


Pellet Form. J. Mark and G. R. Biskind, Baltimore.—p. 465. 

Rate of Absorption and Effects of Testosterone Propionate Pellets on 
Mice. C. D. Kochakian, Rochester, N. Y.—p. 478. 

Inhibition and Stimulation of Testes in Rats Treated with Testosterone 
Propionate. H. Shay, J. Gershon-Cohen, K. E. Paschkis and S. S. 
Fels, Philadelphia.—p. 485. 

Effect of Testosterone Propionate on Rat Testis. H. S. Rubinstein and 
A. A. Kurland, Baltimore.—p. 495. 

Effect of Oral Administration of Methyltestosterone on Fatigue in 
Eunuchoids and Castrates. E. Simonson, W. M. Kearns and N. 
Enzer, Milwaukee.—p. 506. 

Treatment of Vitiligo by Local Injections of Melanophore Hormone. 
J. C. M. Fournier, J. M. Cervino and O. Conti, Montevideo, Uruguay. 

p. 513. 

Hepatic Glycogen Reserves in Diabetes Mellitus.— 
Mirsky and his associates developed a procedure whereby by 
the administration of phlorhizin it may become possible to gage 
the capacity of the human liver to maintain a normal concen- 
tration of glycogen. The renal threshold for sugar is lowered 
by the phlorhizin, and a sudden and rapid drain of sugar from 
the blood stream occurs. This results in a compensatory 
increase of hepatic glycogenolysis in an attempt of the liver to 
maintain the blood sugar level, thereby depleting its glycogen 
reserves. The loss of sugar via the kidneys can be measured 
in the urine. As long as the blood sugar level remains 
unchanged, the excreted dextrose must represent dextrose 
secreted by the liver, liver glycogen. However, when the level 
of the blood sugar decreases, the dextrose excreted in the urine 
represents not only dextrose which has been secreted by the 
liver but also some free sugar which was originally present in 
the blood and other body fluids. By appropriate calculations 
the sugar which must have originated in the liver can be esti- 
mated. If acetonemia occurs concomitantly with the hypo- 
glycemia, it becomes evident that the liver has had only minimal 
amounts of glycogen and that the sugar in the urine now takes 
origin from newly formed dextrose in the liver. If the liver 
of the diabetic patient cannot retain normal amounts of 
glycogen, phlorhizin with the consequent decrease in renal 
reabsorption of dextrose will lower the blood sugar level, while 
the blood of a normal subject will show no change after losing 
the same amount of sugar. The more severe the metabolic dis- 
turbance, the greater will be the loss of glycogen and hence the 
greater the rapidity with which a decrease in the blood sugar 
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level will occur. Therefore the ease with which hypog!, cemia 
and acetonemia develop in consequence of dextrose remoya| 
via the kidneys provides a means for gaging the glycogen 
“reserves” of the liver of diabetic patients. The procedure was 
carried out on 25 normal and 23 diabetic adults and 25 normal 
and 15 diabetic children. All were permitted to have their 
regular evening meal, and at 9 p. m. orange juice or cane 
sugar to furnish 2 Gm. of carbohydrate per kilogram of body 
weight was provided for storage as hepatic glycogen. The next 
morning no breakfast and no food during the test were per- 
mitted. The diabetic subjects did not receive their morning 
dose of insulin, and those receiving protamine zinc insulin were 
given regular insulin the day before the test. The test was 
begun at 7:30 a. m. and completed six hours later. Water 
was allowed as desired. A sample of blood was drawn at the 
beginning and again at the end of the test and was analyzed 
for its sugar content and for total acetone bodies. Immediately 
after the first sample of blood, 1 Gm. of phlorhizin dissolyed 
in tenth normal sodium hydroxide was injected intravenously, 
The subject then emptied his bladder. Another gram of 
phlorhizin was administered intravenously at the end of three 
hours in order to maintain a constant glycosuria. The urine 
was collected during the six hours of the test, and the total 
amount of dextrose excreted determined. At the end of the 
test period the patient was permitted to eat so as to compensate 
for the loss of sugar from the body. The authors found that 
diabetic adults do not retain carbohydrate in their livers to the 
same degree as do normal adults and that the removal of 
relatively small amounts of sugar from their blood stream 
results in further deprivation of liver glycogen with a conse- 
quent hypoglycemia and ketosis. Children cannot retain carbo- 
hydrate to the same degree as do adults because of an apparent 
increased rate of glycogenolysis. This is true not only for 
diabetic children but also for normal children and accounts 
for their greater susceptibility to ketosis and coma. 

Insulin-Quinine Mixtures in Diabetes.—Cutting and 
Robson state that 7 of 10 patients with mild and severe forms 
of diabetes reacted beneficially to variable doses of an insulin- 
quinine mixture by mouth. About half of the patients showed 
variable degrees of cinchonism. The results obtained are 
regarded by the authors as encouraging concerning future 
possibilities of discovering more efficient and less objectionable 
agents than quinine for promoting gastrointestinal absorption 
of insulin. Meanwhile, they do not recommend the general use 
of the insulin-quinine mixtures used by them. 


Florida Medical Associatioa Journal, Jacksonville 
27: 373-424 (Feb.) 1941 

Thoracoplasty Program at the Florida Tuberculosis Sanatorium: Pre 
liminary Report. L. H. Kingsbury and W. O. Fowler, Orlando.— 
p. 385. 

Chronic Empyema. J. W. Snyder, Miami.—p. 391. 

Treatment of Neisserian Arthritis, with Special Reference to Intradermal 
Therapy. T. H. Davis, Bradenton.—p. 396. 

Rheumatic Chorea in Negro. M. S. Saslaw, Miami.—p. 399. 

Botulism: Its Treatment. M. E. Black, Clearwater.—p. 40°. 

Hyperactive Carotid Sinus Syndrome. R. J. Needles, St. Petersburg. 
—p. 403. 


Georgia Medical Association Journal, Atlanta 
30:41-80 (Feb.) 1941 


Craniocerebral Trauma. R. F. Slaughter, Augusta.—p. 41. 
Pernicious Anemia in the Negro. J. P. McCracken, Boston.—». 
Fox Rabies Epizootic in Georgia. T. F. Sellers, Atlanta.—p. 54. 
Carriers of Amebic Dysentery Among Students at the University 

Georgia School of Medicine. R. B. Dienst, Augusta.—p. 55. 
Acute Bronchitis. C. H. Holmes, Atlanta.—p. 60. 


Iowa State Medical Society Journal, Des Moines 
31:93-134 (March) 1941 


49, 


if 


Common Errors in Diagnosis and Treatment of Anorectal Diseas*s 
R. J. Jackman, Rochester, Minn.—p. 93. 

Variability of Embolic Phenomena in Subacute Bacterial E: locarditis. 
R. C. Hardin, Iowa City.—p. 95. 

Air-Borne Infection. R. Rooks, lowa City.—p. 100. a 

Use of Sulfathiazole in Gonorrheal Infections of Male: Preliminary 
Report. M. A. Blackstone and W. K. Hicks, Sioux City.—). ie 

ster Of 


Spontaneous Recession of Malignant Tumors. C. F. Baum 


] 


Avoca, Calif., and C. F. Baumeister, San Jose, Calif.—p. | °- 











M. A. 
‘y 194] 


cemia 
moval 
‘cogen 
€ was 
ormal 

their 

cane 
body 
> next 
> per- 
ning 
were 
t was 
Water 
at the 
lyzed 
liately 
solved 
ously, 
m of 
three 
urine 

total 
f the 
nsate 
| that 
‘0 the 
al of 
tream 
‘onse- 
arbo- 
arent 
y for 
ounts 


and 
forms 
sulin- 
owed 
are 
uture 
nable 
ption 
1 use 


ile 


Pre- 


ndo.— 


lermal 


sburg. 





VourmE 116 CURRENT MEDICAL LITERATURE 2627 


NUMBER 23 


Journal of Experimental Medicine, New York 
73: 309-452 (March) 1941 


Hyaluronidases of Bacterial and Animal Origin. K. Meyer, Eleanor 
Chatee, Gladys L. Hobby and M. H. Dawson, New York.—p. 309. 
Neutralization of Influenza A Virus by Human Serum. F. L. Horsfall 

“T+ and E. H. Lennette, New York.—p. 327. 

Complex Vaccine Against Influenza A Virus: Quantitative Analysis of 
Antibody Response Produced in Man. F. L. Horsfall Jr., E. H. 

Lennette and E. R. Rickard, New York.—p. 335. 

Role of Renal Metabolism in Hypertension and Uremia. S. Rodbard 
L. N. Katz, Chicago.—p. 357. 

nditional Neoplasms and Subthreshold Neoplastic States: Study of 
Tar Tumors of Rabbits. P. Rous and J. G. Kidd, New York.— 





I 60. . . . 
Experimental Disclosure of Latent Neoplastic Changes in Tarred Skin. 


I. MacKenzie and P. Rous, New York.—p. 391. 

Experimental Hypoalbuminemia: Its Effect on Morphology, Function 
and Protein and Water Content of Liver. R. Elman and C. J. 
Heifetz, with technical assistance of Harriet Wolf, St. Louis.—p. 417. 

Studies on Sensitization of Animals with Simple Chemical Compounds: 
IX. Skin Sensitization Induced by Injection of Conjugates. K. Land- 
steiner and M. W. Chase, New York.—p. 431. 

Studies on Experimental Hypertension: XIV. Effect of Intermittent 
Renal Arterial Occlusion on Blood Pressure of Dog. H. Goldblatt, 
H. Weinstein and J. R. Kahn, Cleveland.—p. 439. 


Journal Industrial Hygiene & Toxicology, Baltimore 
23:55-92 (Feb.) 1941 


Pathology of Shielded Are Welding. E. von Haam and J. J. Groom, 
Columbus, Ohio.—p. 55. 

Acute Oral Toxicity of Acetic, Chloracetic, Dichloracetic and Trichlor- 
acetic Acids. G. Woodard, S. W. Lange, K. W. Nelson and H. O. 
Calvery, Washington, D. C.—p. 78. 

asurement of Fusion Frequency of Flicker as a Test for Fatigue of 

he Central Nervous System: Observations on Laboratory Techni- 

ians and Office Workers. E. Simonson and N. Enzer, Milwaukee.— 


83 


) 


fe 
t 
¢ 
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Journal of Lab. and Clinical Medicine, St. Louis 


26:919-1078 (March) 1941 


Clinical Aspects of Sulfapyridine Therapy. R. A. Kilduffe, Atlantic 
City, N. J.—p. 919. 

*Hypertension in Relation to Height: Its Variation with Body Build 
and Obesity. S. C. Robinson, Chicago.—p. 930. 

Studies on Experimental Lesions in Kidneys of Rabbits. A. E. Parks 
and G. Shanks, Toronto, Canada.—p. 950. 

"Disturbances in Blood Following Exposure to Benzol. L. J. Goldwater, 
New York.—p. 957. 

Arterial Circulation of Lower Extremities in Chronic Arthritis. 
QO. Steinbrocker and S. S. Samuels, New York.—p. 974. 

Epinephrine Output from Adrenal Glands in Experimental Hyper- 
thyroidism. J. M. Rogoff, Pittsburgh, and Ruth Cortell, Chicago.— 
p. 981. 

Blood Sedimentation Rate in Healthy Girls. L. Benson and E. J. 
Rogers, Pittsford, Vt.—p. 987. 

Studies in Dystrophia Myotonica: V. Creatine and Creatinine Excre- 
tion. R. C. Lewis Jr., A. Ravin and R. C. Lewis, Denver.—p. 990. 

Biochemical Studies of Blood of Dogs with N-Propyl Disulfide Anemia. 
H. H. Williams, Betty Nims Erickson, E. F. Beach and Icie G. 
Macy, Detroit; with assistance of I. Avrin, M. Shepherd, Helen 
Souders, D. M. Teague and Olive Hoffman.—p. 996. 

Influence of Parotid Gland on Blood Sugar: Preliminary Report. 
_W. B. Birnkrant, New York.—p. 1009. 

Serum Cholesterol Studies Following Administration of Acetyl-8-Methyl- 
choline Chloride by Iontophoresis. S. Member, Ellen McDevitt and 
J. B. Ludden, New York.—p. 1012. 

Distribution of Doses of Radioactive Phosphorus in Rodents. S. War- 
ren and R. F. Cowing, Boston.—p. 1014. 

Ester-Hydrolyzing Activity of Central Nervous System. D. J. Cohn, 
I. Kaplan and Martha Janota, Chicago.—p. 1017. 


Hypertension in Relation to Height.—Robinson states 
that on the basis of a gross anthropologic study of 2,552 men 
and 2,21 women blood pressure is shown to be affected by 
height. In a random group of mixed builds and weights short 
men and women showed higher mean and modal systolic and 
diastolic blood pressures than tall men and women. Short men 
and women showed a higher incidence of high pressures than 
tall men and women. When the build groups were separated 
and held constant, a marked difference in blood pressure was 
observed between tall and short persons and was reversed to 
the foregoing height relationship. The unequal distribution of 
lateral build in short and tall persons explains this discrepancy. 
The t ll lateral or broad person was more susceptible to hyper- 
tensic n than the short lateral one. Tall lateral or broad men 
showed an actual to expected ratio of about two and one half 
times as many systolic and diastolic hypertensive subjects as 
short lateral men. Among the tall lateral women there was 
a as much systolic and diastolic hypertension as among 
Short lateral women. Tall lateral women showed less than one 
— we low systolic and diastolic pressures shown by short 
aera; women. Tall lateral men had a slightly smaller inci- 


dence of low pressure than short lateral men. The actual to 
expected ratio revealed that among linear or thin men the tall 
men had only one half as many low systolic and diastolic pres- 
sures as the short men. The actual to expected ratio indicated 
no difference between short and tall linear or thin women of 
low and high pressures. Although the tall person carries a 
greater hazard of hypertension than any other individual, the 
larger number of lateral builds among short pérsons causes 
the bulk of the hypertensive population to fall among this group. 
Short individuals show a higher incidence of hypertension than 
tall ones in any weight group. The three influencing height 
factors in hypertension are (1) the difference in blood pressure 
between tall and short persons of specific builds, (2) that 
between tall and short persons when weight is constant and (3) 
that between short and tall persons in any group in which build 
and weight are naturally mixed. 

Disturbances in Blood Following Exposure to Ben- 
zene.—Goldwater studied hematologic changes of 332 individ- 
uals who had been exposed to benzene (benzol) for at least 
six months and up to sixty months. This group of workers 
were employed in the rotogravure printing industry in New 
York City. The concentration of the benzene fumes to which 
they were exposed ranged from 11 to 1,000 parts per million. 
For comparison, similar studies were performed on workers 
in a nonhazardous industry. The abnormalities most frequently 
observed among the benzene workers were anemia, macrocytosis 
and thrombocytopenia. Leukopenia was present in only a small 
percentage of the men who had been exposed to benzene. Com- 
parison of the benzene group with the controls indicated that 
exposure to benzene is likely to result in both relative and 
absolute lymphopenia. Neutropenia was relatively rare. Mono- 
cytosis, lymphocytosis, eosinophilia and basophilia were not 
found. Prolongation of the bleeding time was rare and did not 
parallel the reduction in thrombocytes. Prolongation of the 
coagulation time was also rare. Relatively high hemoglobin 
values were a common observation. This abnormality was 
associated with macrocytosis as well as with overloading of 
erythrocytes with pigment. The erythrocyte sedimentation rate 
was apparently not altered. Erythrocyte fragility did not seem 
to be significantly altered on exposure to benzene, but there 
seemed to be a slight elevation of the serum bilirubin. 


Journal of Nervous and Mental Disease, New York 
93:141-280 (Feb.) 1941 


Psychogenesis of Narcolepsy: Report of Case Cured by Psychoanalysis. 
A. Missriegler, Vienna, Austria; epitomized translation by B. Karpman, 
Washington, D. C.—p. 141. 

Constancy in Manic-Depressive Syndrome. G. W. Kisker, Columbus, 
Ohio.—p. 163. 

Spine Injuries Following Convulsions from Metrazol and from Idiopathic 
Epilepsy. I. Schatz and B. E. Konwaler, Colorado Springs, Colo.— 
p. 169. 

Studies with Methyl Guanidine Sulfate and Its Possible Use as Thera- 
peutic Agent in Mental Disorders. J. J. Madden, L. A. Kaplan and 
Frances Taylor, Chicago.—p. 176. 

Suicide in Twins: Historical Note. R. D. Loewenberg, San Francisco. 
—p. 182. 

Myasthenia Gravis, with Special Reference to Morbid Metabolism and 
Pathology of Disease. J. M. Meredith, Charlottesville, Va.—p. 185. 


Journal of Pharmacology & Exper. Therap., Baltimore 
71:105-202 (Feb.) 1941 


Experiences with Biologic Assay of Several Sympathicotonic Substances 
Including Epinephrine. A. M. Hjort, E. J. deBeer and L. O. Randall, 
Tuckahoe, N. Y.—p. 105. 

Studies on Purified Digitalis Glucosides: III. Relationship Between 
Therapeutic and Toxic Potency. M. Cattell and H. Gold, New York. 
—p. 114. 

Anesthesia: IIT. Pharmacology of Methyl Allyl Ether. J. C. Krantz 
Jr., C. J. Carr, S. Forman and W. G. Harne, Baltimore.—p. 126. 
Studies of Urinary Excretion of Guanidine Administered Orally to 
Normal Persons and Patients with Myasthenia Gravis. A. S. Minot 

and Helen E. Frank, Nashville, Tenn.—p. 130. 

Observations on Toxicology of Sulfathiazole and Some Related. Com- 
pounds. H. A. Walker and H. B. van Dyke, New Brunswick, N. J. 
—p. 138. 

Enzymic Inactivation of Substituted Phenyl-Propyl-(Sympathomimetic)- 
Amines. K. H. Beyer, Madison, Wis.—p. 151 

Enzymatic Deacetylation of Heroin and Related Morphine Derivatives by 
Blood Serum. C. I. Wright, Washington, D. C.—p. 164. 

Action of Berberine on Mammalian Hearts. C. S. Jang, Oxford, 
England.—p. 178. 

Circulatory Action, After Atropine, of Certain Furfuryl] Ammonium 
lodides and of Acetyl-Beta-Methylcholine Chloride (Mecholyl). E. J. 
Fellows and A. E. Livingston, Philadelphia.—p. 187. 

Toxicity of Dilaudid Injected Intravenously into Mice. M. E. Buchwald 
and G. S. Eadie, Durham, N. C.—p. 197. 
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Journal of Thoracic Surgery, St. Louis 
10:251-372 (Feb.) 1941 


Aseptic Pleuritis Experimentally Produced. J. J. Singer, J. C. Jones 
and L. J. Tragerman, with technical assistance of Lillian Sherman, 
Los Angeles.—p. 251. 

Role of Experimentally Produced Intrapleural Adhesions in Extrapleural 
Pneumonolysis and in Prevention of Surgical Atelectasis in Animals. 
E. M. Hanrahan, Baltimore; R. Adams and R. Klopstock, Boston.— 
p. 284. ; 

Treatment of Esophageal Varices by Injection of Sclerosing Solution. 
H. J. Moersch, Rochester, Minn.—p. 300. 

Standards and Criteria in Artificial Pneumothorax Therapy: Report 
of Results. R. G. Bloch, W. B. Tucker and W. E. Adams, Chicago. 

p. 310. 

Polypoid Bronchial Tumors, with Special Reference to Bronchial 
Adenomas. A. Goldman and H. B. Stephens, San Francisco.— 
» 327. 

Study of 300 Cases of Acute Empyema Thoracis (132 Streptococcic and 
168 Pneumococcic). L. A. Hochberg, Brooklyn.—p. 354. 


Kansas Medical Society Journal, Topeka 
42:45-88 (Feb.) 1941 


Prevention of Toxemia in Pregnancy. C. E. Galloway, Evanston, Ill.— 
p. 45. 

Tetanus. J. W. Randell, Marysville.—p. 48. 

Diagnosis of Thyroid Malignancy. P. E. Craig, Coffeyville, and C. O. 
Shepard, Independence.—p. 51. 

Pneumococcic Meningitis in Patient Aged 60 with Recovery: Case 
Report. H. W. Palmer, Wichita.—p. 54. ¢ 

Vaginal Diphtheria: Case Repert. S. L. Stout, Wichita.—p. 56. 

Results of Metrazol Treatment. W. W. Corwin and A. C. Voth, 
Topeka.—p. 57. 

The Problem of the Premature Baby in Kansas. R. F. Boyd, Topeka. 
—p. 61. 

Treatment of Cerebral Palsy (Spastic Paralysis). M. E. Pusitz, Topeka. 
—p. 62. 

Spinal Injury (Bullet Wound), Role of Epidural Fat in Producing 
Neural Symptoms: Report of Two Cases. R. J. Dittrich, Fort Scott. 
—p. 65. 

Traumatic Aneurysm of Scalp. M. A. Walker, Kansas City, and S. S. 
Caplin, Indianapolis.—p. 69. 


New England Journal of Medicine, Boston 
224: 307-350 (Feb. 20) 1941 


Favorable Types of Brain Tumor and Results of Their Operative 
Removal. G. Horrax, Boston.—p. 307. 

Tuberculosis of Cecum. R. Adams and L. J. Parsons, Boston.—p. 315. 

*Vitamin C Survey in Diabetes. L. B. Owens, J. Wright and Edna 
Brown, Cincinnati.—p. 319. 

Postmortem Examination in Rural General Practice. W. F. Putnam, 
Lyme, N. H.—p. 324. 

Surgery of Sympathetic Nervous System: Role of Vasospasm in Acute 
Lesions Involving Major Peripheral Vessels. R. H. Smithwick, 
Boston.—p. 329. 


224:351-400 (Feb. 27) 1941 

Hernia as Presenting Complaint in Patients with Cirrhosis of Liver and 

Ascites. M. D. Altschule, Boston.—p. 351. 
Primary Adenocarcinoma of Jejunum. E. L. Hunt and G. D. Kaneb, 

Worcester, Mass.—p. 353. 
Trichinosis: Report of Case, with Demonstration of Larva in Arterial 

Blood. G. J. Dammin, New York.—p. 357. 
Psychiatry: Pharmacologic Shock. V. P. Williams, Boston.—p. 381. 

Vitamin C Survey in Diabetes—Owens and his 
co-workers determined the vitamin C levels of 125 diabetic 
patients and compared the results with those obtained from 50 
control subjects taken at random from the general medical 
clinic. None of the control patients were on a therapeutic diet. 
The 125 diabetic patients consisted of 100 unselected “old” 
diabetic patients followed regularly in the clinic and 25 “new” 
patients with no previous treatment. The status of the 100 
“old” diabetic patients was considerably better than that of the 
controls but still far below optimal levels; 63 per cent had 
fasting blood levels below 0.8 mg. of vitamin C and 35 per 
cent had levels below 0.4 mg. per hundred cubic centimeters 
of blood. The authors believe that if diet -instruction had not 
been given the blood level would have been in the same low 
range as in the uninstructed group. The levels of 76 per cent 
of the “new” diabetic patients were below 0.8 mg. and of 48 per 
cent they were below 0.4 mg. per hundred cubic centimeters. 
Exceedingly low levels were found in 50 nondiabetic patients; 
90 per cent were below the optimal level of 0.8 mg. and 68 per 
cent were under the generally accepted critical level of 0.4 mg. 
The economic status of the nondiabetic patients and the diabetic 
patients was similar; none could afford the services of a private 
physician or could pay for hospitalization. Left to select their 
own diet on a limited allowance, they chose cheap foods that 
happened to be low in vitamin C. In spite of the low vitamin C 
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levels, no cases of scurvy were found among the nondiabetic 
patients. It is seen that the vitamin C status of diabetic patients 
is improved by diet instruction, even if the food expenditure 
of the diabetic clinic of the Cincinnati General Hospital js a, 
low as $2.10 a week per person. An attempt is made to design 
all diets for diabetic patients so that they are adequate in pro. 
tein, minerals and vitamins. Diet classes are held weekly ty 
acquaint ambulatory diabetic patients with the benefits of ray 
fruits and vegetables, in the hope that when possible they wil 
select such foods. 


New Orleans Medical and Surgical Journal 
93:439-490 (March) 1941 


Progress in Treatment of Mental Disease. F. P. Moersch, Rochester, 
Minn.—p. 439. 

Polyradiculoneuritis: Guillain-Barré Syndrome: Case Report. G. ¢ 
Anderson, New Orleans.—p. 443. 

Fatal Paralysis Following Antirabic Treatment. P. H. Herron, Oak 
Ridge, La.—p. 446. 

Estrogenic Hormone Therapy in Treatment of Presenile and Manic 
Depressive Psychosis. E. M. Robards, Jackson, La.—p. 450. 
Use of Sulfonamide Drugs in Certain Bacterial Infections. J. O. Weil. 
baecher Jr., H. J. Dupuy and H. M. Taylor, New Orleans.—p. 455. 
Treatment of Lymphogranuloma Inguinale with Neoprontosil. C. B, 
Kennedy, J. K. Howles, G. Smullen and M. E. Kopfler, New Orleans, 
—-p. 460. 

Studies on Bleeding Tendency and Vitamin K Therapy in Newborn 
Children. H. Leidenheimer Jr. and A. S. Albritton, New Orleans.— 


p. 464. 
Further Studies of Causes of Blindness in Louisiana. H. F. Brewster, 


New Orleans.—p. 470. 

Ten Year Survey of Antiluetic Therapy at the Eye, Ear Nose and 
Throat Hospital. W. E. Kittredge, New Orleans.—p. 471. 

Acute Eustachian Tube Obstruction. E. G. Walls, New Orleans.— 

? 

Use pg ee Methylsulfate in Deafness: 
L. W. Alexander, New Orleans.—p. 474. 
Prostigmine Methylsulfate for Deafness.—Alexander 

used prostigmine methylsulfate for 44 cases of chronic catar- 

rhal otitis media with or without tinnitus. Sixteen patients 
showed good recovery in hearing, 13 stated that their hearing 
acuity was better (but the audiograms of these patients failed 
to reveal any improvement), 5 patients with tinnitus were 

relieved with no improvement in hearing and the remaining 10 

showed no improvement. In cases of bilateral chronic catarrhal 

otitis media in which the hearing was only partly lost in one 
ear and almost completely lost in the other ear prostigmine 
methylsulfate produced improvement in the better ear only. 

Along with catheterization and massage the patients were given 

1 cc. of 1: 2,000 prostigmine methylsulfate twice a week. Two 

patients had a recurrence of tinnitus, 1 after a month and | 

after two months. These 2 patients are still under treatment 
and have shown a definite improvement. The drug changed 
the character of the tinnitus of the 5 patients with no hearing 
loss; after the first injection 3 patients were completely relieved 
and the tinnitus of 2 was lessened to such an extent that it was 
hardly noticed. These patients were given prostigmine twice 

a week and no other treatment. Five patients with facial nev- 

ralgia were immediately relieved with prostigmine alone, and 

so far only 1 has had a recurrence and he was again relieved 
by a single dose of prostigmine. 


Preliminary Report. 


New York State Journal of Medicine, New York 
41:419-530 (March 1) 1941 


Foot Function Correlated with Anatomic, Clinical and Laboratory Data 
R. P. Schwartz and A. L. Heath, Rochester.—p. 447. 

Immune Globulin (Human) in Modification and Prevention of Measles. 
H. W. Lyall and P. P. Murdick, Albany.—p. 452. 

Importance of Chronic Sinusitis in Treatment of Bronchial 
R. C. Grove, New York.—p. 455. 2 
Sehavior of Tumors in Tissue Culture at Twenty-Four Hours. E. J. 
Grace, Brooklyn.—p. 459. 


Asthma. 


Supportive Therapy in Bronchial Asthma and Vasomotor Rhinitis. J. 5. 
Stovin, New York.—p. 463. 

: ndings 

Analysis Based on Histologic Finding 


Common Glaucoma Operations: 
T. L. Terry, Boston.—p. 467. ' 

Early Signs of Serious Gynecologic Lesions. J. R. Miller, Hartford, 
Conn.—p. 470. 

Ulcerative Colitis. F. H. Lahey, Boston.—p. 475. 


Results of Treatment of Tuberculosis in Trachea and Bronchi. J. I 
Kernan and A. J. Cracovaner, New York.—p. 482. ; tel 
Clinical Course in Ventricular Aneurysm. H. Gross and J. B. Schwe' 


New York.—p. 488. 
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Northwest Medicine, Seattle 


40:35-74 (Feb.) 1941 
tse of Avertin in Elderly Urologic Patients. R. C. Romig and C. D. 


; Donahue, Eugene, Ore.—p. 37. BB 
Diagnosis and Treatment of Neurosyphilis. A. L. Sahs, Iowa City.— 


p. 41. 


l 
Internal Hydrocephalus Due to Syringomyelialike Process of Aqueduct 
‘of Sylvius. V. D. Sneeden, Portland, Ore., and C. P. Larson, 


Tacoma, Wash.—p. 44. : a 
Paratyphoid Fever with Negative Bacterial Findings: Case Report. 


A. C. Reed, San Francisco.—p. 46. 
Surgical Responsibility in Tonsillectomy. L. W. Jordan, Portland, Ore, 


-p. 47. 
S rgical Management of Gallbladder Disease: Diagnosis and Treatment. 
“ \. A. Howard and J. M. Guiss, Portland, Ore.—p. 50. 
Treatment of Congestive Heart Failure. A. G. Friend, Seattle.—p. 53. 
Vitamin Bi for Acute Heart Failure: Case of a 2% Year Old Girl. 
0. T. Morehead, Ritzville, Wash.—-p. 57. 
*\nemia in College Women. Helen B. Pryor and Mary Ferguson, 


Stanford University, Calif.—p. 58. 

Clinical Diagnosis Confirmed. K. Winslow, Seattle.—p. 60. 

Anemia in College Women.—Through blood studies of 
304 college women with complaints and symptoms of anemia, 
Pryor and Ferguson find that achromic anemia is just as fre- 
quent as secondary anemia among women of the college age 
level, There were 145 instances of hemoglobin below 70 per 
cent which, according to Greene, is low enough to be classified 
as chlorosis. However, erythrocyte counts were relatively high, 
resulting in low color indexes in only 11 of the cases. The 
lowest hemoglobin was 42 per cent with an erythrocyte count 
of 3,920,000, producing a color index of 0.53, and is consistent 
with the diagnosis of chlorosis. A diagnostic point consistent 
with the classification of chlorosis and chlorotic anemia is the 
remarkable response of these students to simple treatment with 
iron tonics. The symptoms and complaints of these girls are 
no doubt traceable to loss in oxygen-combining and oxygen- 
carrying properties of the erythrocyte. The degree of impair- 
ment of normal body functions is probably the direct result of 
interference with cell nutrition and function. Dysmenorrhea 
is occasionally caused by anemia, when the erythrocytes fail 
to carry sufficient oxygen. When anemia is severe or of long 
duration the myocardium may be involved, and dysmenorrhea 
then develops as a result of myocardial weakness. The authors 
did not observe this type of dysmenorrhea among the 364 col- 
lege women, but it is possible that the palpitation, syncope, 
low blood pressure and dizziness complained of by these patients 
could be explained on this basis. More than half of the girls 
in the series who had chlorosis, chlorotic anemia or achromic 
anemia complained of dysmenorrhea in some form, menorrhagia, 
metrorrhagia or deficiency or irregularity of flow. Dysmenor- 
rhea was the most frequent complaint (54 per cent). The high 
Irequency of menstrual disturbances among girls with the 
achromic anemias is consistent with the known age incidence 
(trom 14 to 25 years) of chlorosis and appears to bear a definite 
relation to the establishment of catamenia. Since this type of 
alemia appears during adolescence it is thought to represent an 
endocrine imbalance during the time of sexual development. 
A study of body proportion or body build shows that 91 of 
the 145 girls were of slender build with width-length indexes 
more than one standard deviation below the mean for their 
ages. Linear type girls mature sexually at a later age than the 
lateral type and they have lower blood pressures, poorer mus- 
culature, more fatigability and are more highly strung and 
nervous. This appears to make the linear type of girl particu- 
larly predisposed to the symptoms and complaints of achromic 
anemias. Certain constitutional inadequacies evidently play a 
part in the development of these anemias. 


Ohio State Medical Journal, Columbus 


37: 209-304 (March) 1941 


alanag ment of Fits in Adults. C. D. Aring, Cincinnati.—p. 225. 
‘sport on Eleven Years’ Experience in Treatment of Varicosities and 
' — ac of Lower Extremities. G. B. Watson, Columbus.—p. 231. 
“a ey in W ar. V. Cc, Laughlin, Cleveland.—p. 235. 
en Sy 5 astration as Auxiliary Treatment to Mammary Cancer: 
“ of Case of Recastration. S. W. Donaldson and I. Silverman, 
Ann Arbor, Mich.—p. 238. 
i Mg 1 our Type of Cold? T. M. Stewart, Cincinnati.—p. 242. 
“‘omyelia. W,. Ravine, Cincinnati.—p. 245. 
«tions on Application of Vitamin D to Skin. E. A. Wagner and 
\. Jones, Cincinnati.—p. 249. 
Ka vethod for Removal of Powder Tattoo: Report of Case. H. B. 
sau!man, _Philo.—p, 254. 
Ch ed Tuberculosis Primary in Abdomen: Case Record Presenting 
| Problems. H. S. Reichle, Cleveland.—p. 255. 


Pennsylvania Medical Journal, Harrisburg 
44:673-800 (March) 1941 


*Management of Hyperthyroidism Complicated by Other Conditions. 
R. B. Cattell, Boston.—p. 685. 

Organized Medicine in a Community Health Program. F. F. Borzell, 
Philadelphia.—p. 693. 

Demonstration of Tumors, Nonneoplastic Disease and Foreign Bodies in 
Neck and Chest by Body Section Roentgenography (Planigraphy). 
B. R. Young, Philadelphia.—p. 713. 

Stilbestrol: Clinical and Investigational Study: Preliminary Report. 


J. A. Hepp, Pittsburgh.—p. 718. 
Symptomatology of Diabetes. J. H. Barach, Pittsburgh.—p. 722. 
Diabetic Coma (Ketosis). G. G. Duncan, Philadelphia.—p. 725. 
Treatment of Trigeminal Neuralgia. S. N. Rowe, Pittsburgh.-p. 728. 
Acute Cholecystitis: Summary of Experience in the Past Ten Years 
with Comparison and Discussion of Results by Immediate, Early and 
Late Operation. J. L. Atlee and J. L. Atlee Jr., Lancaster.—p. 731. 
Homogenized Milk: New Development in Aaaptation of Cow's Milk for 
Infant Feeding. I. J. Wolman, Philadelphia.—p. 735. 


Management of Complicated Hyperthyroidism.—Cattell 
states that, up to September 1940, 19,500 operations for goiter 
were performed at the Lahey Clinic. Of these approximately 
one half were for exophthalmic goiter. An additional 20 per 
cent had hyperthyroidism associated with preexisting goiter. 
In approximately 12 per cent of all toxic cases hyperthyroidism 
was complicated by other conditions. In one series of 7,363 
patients with hyperthyroidism 424, or 5.8 per cent, had auricu- 
lar fibrillation. Approximately 10 per cent have auricular 
fibrillation postoperatively. The preoperative treatment of sucli 
patients is directed toward the relief of decompensation, and 
at the same time the routine preparation (rest, compound solu- 
tion of iodine, sedatives and a high caloric diet) is continued. 
Patients with decompensation and those with established auricu- 
lar fibrillation or flutter are digitalized preoperatively and a 
maintenance dose is continued during the postoperative pericd, 
If digitalization does not cause the edema to disappear, diuretics 
are used. From two to three weeks is required to prepare such 
patients for operation and many may require stage operations, 
Immediately after operation all thyrocardiac patients are placed 
in oxygen tents for a minimum of forty-eight hours or until 
normal rhythm is restored. When the diagnosis of hyper- 
thyroidism and concomitant pulmonary tuberculosis is made the 
thyroid condition should be treated first. A preoperative hos- 
pitalization of three weeks with the usual thyroid measures is 
indicated. Subtotal thyroidectomy can usually be done in one 
stage unless the hyperthyroidism is so severe that grade 
operation is indicated. The usual treatment of the tuberculous 
patient suffices to give the best convalescent care in the post- 
operative thyroid case. Diabetes and hyperthyroidism occur 
in 1.5 per cent of toxic thyroid patients. Any patient with 
diabetes who has an enlarged thyroid should be considered as 
one having possible hyperthyroidism. If hyperthyroidism is 
reasonably apparent, operation is indicated. Stage operations 
may be necessary for many of these patients. Patients with 
hyperthyroidism and diabetes who have had a subtotal thyroid- 
ectomy show improvement in the diabetic condition. Hyper- 
thyroidism aggravates the diabetic condition, while subtotal 
thyroidectomy results in increase of carbohydrate tolerance and 
a decreased demand for insulin. Jaundice is present in approxi- 
mately 0.5 per cent of toxic thyroid patients. Its presence 
usually indicates a crisis or an impending crisis. If the jaundice 
is due to disease of the biliary tract, its treatment is delayed 
until the hyperthyroidism has been relieved. If pernicious 
anemia with cardiac decompensation is the complication, it 
should be treated first and the iodine administration continued. 
In less severe cases a partial remission of the hyperthyroidism 
by medical means should be attempted while active treatment 
of the anemia is continued. If myasthenia gravis is the com- 
plicating illness, prolonged treatment with ephedrine and amino- 
acetic acid is indicated before thyroidectomy is considered. If 
there is any postoperative evidence of respiratory obstruction, 
tracheotomy should be done at once. The added risk is justified 
as the hyperthyroidism tends to aggravate the muscular weak- 
ness. Cancer of the thyroid in hyperthyroidism is a coincidental 
finding. Approximately 8 per cent of patients with true exoph- 
thalmic goiter or primary hyperthyroidism have a discrete fetal 
thyroid adenoma. Such an adenoma unquestionably is the seat 
of the malignant change in the rare cases in which it is encoun- 
tered. When such a condition is present and is localized, total 
hemithyroidectomy is performed, with a subtotal hemithyroid- 
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ectomy of the opposite side. In the more extensive cases as 
complete a thyroidectomy as is practicable is carried out. In 
hyperthyroidism complicated by pregnancy, operation (subtotal 
thyroidectomy) is advised and carried out up to and including 
the eighth month. In patients with mild, diffuse infection of 
the upper part of the respiratory tract, operation is delayed 
until the infection has subsided. Focal infection should not be 
treated before the hyperthyroidism is relieved. Other opera- 
tions for complicating gynecologic disorders should be planned 
for from three to six months after subtotal thyroidectomy. 
Operations for cancer of the stomach and colon in typical hyper- 
thyroid patients can be performed from ten to fourteen days 
after thyroidectomy. 


Rhode Island Medical Journal, Providence 
24:37-56 (March) 1941 


Nutritional Aspects of Pregnancy. A. L. Potter, Providence.—p. 37. 
Erysipeloid: Report of Case Treated with X-Ray and Sulfanilamide. 
A. W. Eckstein, Providence.—p. 41. 


Rocky Mountain Medical Journal, Denver 
38:169-256 (March) 1941 


Clinical Gout. J. H. Talbott, Boston.—p. 186. 

Surgical Significance of Gastrointestinal Bleeding. V. C. Hunt, Los 
Angeles.—p. 196. 

Congenital Atresia of Esophagus with Tracheoesophageal Fistula: Three 
Case Reports and Discussion of Condition. C. B. Freudenberger and 
J. P. Kerby, Salt Lake City.—p. 202. 

Physical Abnormalities Found in College Students. L. W. Bortree, 
Colorado Springs.—p. 206. 

Treatment of Recent Colles Fractures. S. P. Newman, Denver.—p. 211. 

Abductor Paralysis Following Thyroidectomy. T. E. Beyer, Denver.— 
p. 214 


South Carolina Medical Assn. Journal, Greenville 
37:45-74 (March) 1941 


Consideration of Suture Material. W. H. Prioleau, Charleston.—p. 45. 

Acute Infectious Mononucleosis. O. B. Mayer, Columbia.—p. 48. 

Sketch of the Life of J. L. E. W. Shecut. R. Wilson, Charleston.— 
p. $2. 


Southern Medical Journal, Birmingham, Ala. 
34: 239-342 (March) 1941. Partial Index 


Treatment of Laryngeal Papilloma in Children. E. N. Broyles, Balti- 
more.—p. 239. 

Treatment of Cancer of Larynx. C. L. Jackson, Philadelphia.—p. 243. 

Epithelial Plaques of Conjunctiva. J. W. Jervey Jr., Greenville, S. C. 
-p. 255. 

Experiences with Hydrophil Bases and Sulfonated Products. E. D. 
French, Miami, Fla.—p. 284. 

Effect of Female Sex Hormones on Infection and Inflammations. D. H. 


Sprunt, Durham, N. C.—p. 288. 

Effect of Vitamins on Infection and Inflammation. E. W. Patton, 
Nashville, Tenn.—p. 289. 

Relation of Capillary Permeability to Inflammation. R. H. Rigdon, 
Memphis, Tenn.—p. 292. 


Mental Symptoms in Frontal Lobe Tumors, with Special Reference to 
Role of Psychiatrist in Diagnosis. G. C. Anderson, New Orleans.— 
p. 302. 

thalmologic Considerations in Neurosurgical Cases. Kate Savage 





Op! 
Zerfoss, Nashville, Tenn.—p. 307. 
Importance of Primary Care in Treatment of Compound Fractures. 


H. W. Orr, Lincoln, Neb.—p. 315. 
Comparative Study of Treatment of Compound Fractures. Ruth Jack- 
son, Dallas, Texas.—p. 319. 


Role of Deep X-Ray Therapy in Pruritus Vulvae. W. E. Eastland, 





na Cit . 324. 
f Ute W. Searight, Memphis, Tenn.—p. 326. 
ryt said as Diuretic. W. M. Nicholson and V. E. 





> iin 1 C —p. 331. 


Southern Surgeon, Atlanta, Ga. 
10: 153-224 (March) 1941 


Surgical Cerrection of Oligomenorrhea, Menorrhagia and Menopause by 
Ovarian Isoplastism. M. J. Bennett, Philadelphia, and P. B. Russell 
_ > ees Tenn.—p. 154. 

Hormones Interpreted Que intitatively : Cyclic Variations of Some. 
M. J. Bennett, Philadelphia; P. B. Russell Jr., Memphis, Tenn., and 
L. C. Ramsey, Philadelphia.—p. 164. 

Observations on Malignancies of Large Bowel. I. Cohn, New Orleans. 
—-p. 173. 

aa of Jaws. W. G. Hamm, Atlanta, Ga.—p. 185. 

Regional Ileitis. H. E. White, St. Augustine, Fla.—p. 194. 

Midline Aberrant Thyroid: Report of Case. J. G. Gay, Atlanta, Ga. 
—p. 199. 

Gynecologic Problems of Elderly Women. W. N. Jones, Birmingham, 
Ala.—p. 203. 

Torsion of Omentum. J. D. Martin Jr., Atlanta, Ga.—p. 210. 

Relation of Allergy to Surgical Diagnosis in Diseases of Gastrointestinal 
Tract. A. E. Cohen, Louisville, Ky.—p. 216. 


4, 194) 


Surgery, Gynecology and Obstetrics, Chicago 
72:257-550 (Feb. 15) 1941 


Aseptic Resections in Gastrointestinal Tract, with Special Refe; 


. , en - 
Resection of Stomach and Colon. O. H. Wangensteen, M saatad 
—p. 257. 

Surgical Treatment of Gastrojejunocolic Fistula. D. B. Pfeiffer, Phila. 


delphia.—p. 282. 


Surgical Treatment of Achalasia of Esophagus. A. Ochsner and 


M. DeBakey, New Orleans.—p. 290. 


Some Factors Influencing Curability of Cancer of Stomach, T. F. 


Mullen, San Francisco.—p. 298. 

ae Therapy as Aid to Surgery. J. S. Lockwood, Philadely) 

Recent Progress in Surgical Treatment of Carcinoma of Esophagys. 

W. E. Adams, Chicago.—p. 312. 

Treatment of Traumas of Skin and Subcutaneous Tissues. F, \ 

Bancroft, New York.—p. 318. 

Management of Urinary Bladder in Traumatic Lesions of Spi inal Cor 

and Cauda Equina. R. M. Nesbit and W. G. Gordon, Ann Apher 

Mich.—p. 328. 
a of Surgery of Colon. F. W. Rankin, Lexington, Ky,~ 
oe in Thrombosis and Blood Vessel Surgery. G. Murray, Toron: 
‘Sint Geil of Carcinogens and Hormones in Cancer Research. J, | 

Morton, Rochester, N. Y.—p. 345. ap 
Neurogenic Sarcoma. D. V. Trueblood, Seattle.—p. 363. 

Radiation Damage to Tissue and Its Repair. E. M. Daland, Boston— 

D. rs 
te Status of Treatment of Gynecologic Cancer, with Speci 

Reference to Results Obtained Since Introduction of Supervoltag 

Roentgen Therapy—Statistical Analysis of Results from 1922 to 1938, 

G. Kamperman, Detroit.—p. 384. 

Heparin in Thrombosis and Blood Vessel Surgery— 
Murray and his associates have given a purified nontoxic 
preparation of heparin to about 700 patients in sufficient doses 
to raise the clotting time to two or three times the normal 
level. Except for a few months in 1939, when thermal reac- 
tions occurred in about 50 per cent of their patients, there 
have been no toxic effects. The patients experience no more 
effect than that of an ordinary intravenous saline solution 
The chief disadvantage of its use is that it is necessary for 
the patient to be in bed to receive the continuous intravenous 
injection. Intermittent injections two or three times a day 
to make the effect of heparin last a few hours are impracticable 
because so much must be given that the clotting time is ele- 
vated to several hours, which, of course, is undesirable and 
might be dangerous. There are no contraindications to the 
use of heparin except for patients with active bleeding from 
an open vessel, when the prolonged clotting time will encourage 
bleeding. Its administration is specifically indicated if the 
operation has involved a direct attack on blood vessels or when 
suture, repair or grafting of a blood vessel is necessary. The 
author has used heparin with satisfactory results in the fol- 
lowing types of cases: arterial suture, arteriovenous fistula, 
venous grafts, embolectomy, mesenteric thrombosis, thrombo- 
phlebitis, phlebothrombosis and pulmonary embolism. Many 
of the operations might be performed with successful results 
without heparin, but with its use success is assured and the 
results have been most. satisfactory. In thrombophlebitis, 
phlebothrombosis and pulmonary embolism there is less residual 
edema of the legs when the patient has been treated with 
heparin than when treated by other methods. When pulmonary 
embolism has occurred and the patient has survived long 
enough for heparin to be administered intravenously there has 
been striking clinical improvement. In 44 patients in whom 
no further embolisms occurred, rapid clinical improvement 
ensued. In 2 other patients further small embolisms may 
have occurred. This was not proved and the 2 paticits 
recovered. 

Carcinogens and Hormones in Cancer Research.— 
Morton reviews recent developments in the field of the car 
cinogenic agents, including the hormones, chemical carcinogens 
and light effects. There is no evidence that a definite chemical 
structure is necessary for carcinogenic activity. The chemical § 
vary from simple acids and alkalis, metal salts, radioactive 
compounds and sugars to complicated dyes, hydrocarbons, est 
sig and viruses (heavy proteins). The “maximal effective” 

“limiting dosage” indicates the quantity of the carcinogenic 
poe to which tissues respond. The limiting dosage varies 
from species to species. There is an intrinsic hereditary factor 
for cancer susceptibility or resistance. This factor may ™ 
necessarily be genic but at times extrachromosoma! 45 well. 
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Animals of pure strain make for better controlled observations. 
Sex, season and the vehicle solvent should be considered. The 
carcinogens may unmask the latent spontaneous potentialities 
of the strain. Certain chemical carcinogens seem to have 
selective action on certain tissues. Epithelial growths, sarcomas 
and visceral carcinomas can now be induced by chemical means. 
Different species have tendencies toward different types of 
tumors. Each species and strain has its own characteristic 
tumor rate, organ susceptibility and latent period. The car- 
cinogenic chemicals have a toxic action; locally they damage 
the tissues, inhibit growth. The damaged tissues may release 
substances which modify the neighboring cells, cause some 
hemolysis, have a photodynamic action and undergo metabolic 
changes in the body. In attempting to detoxify these chemical 
agents the essential sulfur containing amino acids may be used 
up. Some carcinogens are changed in the liver and intestine, 
eiving fluorescence spectrums different from the originals. 
General systemic effects in the blood, lymphoid apparatus, 
vascular system and kidneys follow their application. The 
process may be considered as physiologic aging. The hormones 
are natural potential carcinogens. Under normal circumstances 
their functions are physiologic regulation. In repeated forced 
action they may become potent carcinogens. Many hormones 
are synergistic with or antagonistic to other hormones. Accen- 
tuation of their normal action or removal of the organ respon- 
sible for them may cause hypertrophy or atrophy of certain 
organs. Cancers may be induced in the overdeveloped organs 
or prevented by the absence of the organ. The process of 
cancerization still remains a mystery in its final steps. 
Treatment of Gynecologic Cancer.—Kamperman dis- 
cusses, on the basis of five and ten year cures, the 845 gyne- 
cologic cancers treated at Harper Hospital from 1922 to 1935 
inclusive. He considers the more salient points of routine 
clinical procedures that have led to present day treatment. 
Since 1933 patients with gynecologic cancer have been irra- 
diated with from 500 to 600 kilovolts more or less routinely. 
An evaluation of this change on the five year results is pos- 
sible for three years. The 845 gynecologic cancers represent 
636 carcinomas of the cervix uteri, 77 carcinomas of the fundus 
uteri, 171 carcinomas of the ovary and 31 carcinomas of the 
external genitalia. In tabulating the five and ten year results, 
patients who died from causes other than cancer were assumed 
to have died from cancer and the 2 per cent of untraced cases 
were likewise included among the dead from cancer. Thus 
the survival curves represent the lowest possible figures. In 
the earlier cases of carcinoma of the cervix, panhysterectomy 
and the Wertheim operation were occasionally performed, in 
conjunction with which high voltage roentgen therapy was 
always administered. Because of the apparent favorable results 
obtained from radium in some advanced cases its use grad- 
ually replaced surgical operations even in early cases. For 
carcinoma of the uterine fundus the earlier cases were con- 
sidered adequately treated when a wide panhysterectomy was 
performed. Later both surgery and radiation were employed. 
During the course of time all surgical procedures, because of 
the addition of irradiation, were reduced to more conservative 
interventions. The irradiation technic consisted in the com- 
bination of intracavitary radium and external roentgen therapy 
whenever possible. From 1922 to 1928 the radium dose varied 
Irom 1,200 to 2,400 for a single to from 3,600 to 5,000 milli- 
gram hours for a total application. Since 1928 it has con- 
sistel of from 3,600 to 5,000 for a singie to from 7,200 to 
10,000 milligram hours for a total application. Apart from 
minor details from 1922 to 1932 the so-called high voltage 
roentgen therapy with 200 kilovolts (1 mm. of copper fore- 
filter) was used, and since 1933 supervoltage roentgen therapy 
with from 500 to 600 kilovolts (7 millimeters of copper fore- 
hiter ) has been substituted for most gynecologic cancers. For 
carcinoma of the cervix uteri the five and ten year survivals 
between 1922 and 1928 averaged 16 and 12 per cent, respec- 
tively; from 1928 to 1932 they were respectively 21 and 15 per 
cent, and since 1933 the five year survivals have reached 35 
ber cent. For carcinoma of the fundus uteri the average five 
year survivals have been raised from about 30 per cent prior 
a : be to 45 per cent after that year and to nearly 50 per 
ent alter 1933. The ten year results run a close parallel to 
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the five year results. The results for cases in which panhys- 
terectomy was performed as soon as the diagnosis was estab- 
lished and radiation therapy was administered after operation 
and respectively for those in which a full course of intra- 
cavitary radium and external roentgen therapy was given first 
and operation performed after the subsidence of the biologic 
irradiation effect and further irradiation was given in the 
postoperative period were for five year survivals 55 per cent 
with the first and 71 per cent with the second type of treat- 
ment. In most cases of ovarian cancer a combination of 
surgery and irradiation was necessary at one time or another. 
Whenever a patient constituted a good operative risk the large 
neoplastic masses were excised and irradiated. In other 
instances preliminary radiation therapy was given and opera- 
tion was reserved until the biologic radiation reaction cleared 
up. In still other instances the operative procedure and the 
irradiation were repeated or even alternated many times for 
several years, depending on the clinical course. The five and 
ten year survivals represented broadly 20 and 18 per cent, 
respectively, throughout the entire period. The addition of 
supervoltage roentgen therapy, contrary to expectations, did 
not secm to influence the survival curves. This might be 
changed considerably with a larger series. For the 31 car- 
cinomas of the external genitalia a combination of individual- 
ized surgery and radiation therapy was used in most cases. 
The five year survivals amounted to 29 per cent for the 14 
cases of cancer of the labia, 10 per cent for the 10 of the vulva, 
and none for the 7 of the vagina. The number of cases treated 
with supervoltage roentgen therapy was too small to permit 
any estimation. 


West Virginia Medical Journal, Charleston 
37:97-144 (March) 1941 


*Bilateral Pneumothorax: Review of Fifty-Six Cases. R. M. Sonne- 
born, Wheeling.—-p. 97. 

Thymic Malignancy. J. L. Wade, Parkersburg, and A. R. K. Matthews, 
Rockford, Il.—p. 107. 

Plans for Handling Tuberculosis in the Virginias. E. C. Harper, Rich- 
mond, Va.—p. 113. 

Appendical Abscess: Method of Treatment. W. H. Pennington, Lex- 
ington, Ky.—p. 117. 

Avulsion of Scapula and Right Upper Extremity with Recovery. E. B. 
Henson, Charleston.—p. 120. 

School Health Problems. R. C. Hood, Washington, D. C. 

Metastatic Malignant Neoplasm of External Auditory Canal 
Ear: Report of Case. H. R. Johnson, Fairmont.—p. 128. 

Gonorrheal Ophthalmia in Premature Infant Treated with Sulfathiazole: 
Case Report. J. L. Blanton, Fairmont.—p. 130. 


Bilateral Pneumothorax.—On the basis of data in 56 cases 
of bilateral pneumothorax performed at Hopemont Sanitarium, 
Sonneborn presents conclusions which he feels can serve as a 
working pattern when modified to meet the individual case: 
Bilateral pneumothorax is of definite value in the treatment of 
bilateral pulmonary tuberculosis, especially when the involve- 
ment is either moderately advanced in each lung or when it ts 
far advanced in each lung, or far advanced in one lung and 
moderately advanced in the other. The series of cases pre- 
sented is made up largely of the latter group. The successful 
results vary in inverse proportion to the extent of the disease. 
A period of bed rest should precede attempted collapse of those 
patients whose general condition is extremely poor. Collapse 
therapy is an adjunct to rest, and all patients should receive 
bed rest for twenty-four hours a day for from three to six 
months after the disease is apparently controlled or regressive. 
Whenever possible collapse procedures should be concentrated 
on controlling the disease in the first lung before contralateral 
pneumothorax is instituted, when the prognosis is much more 
favorable. Phrenic crush and pneumonolysis should be added 
whenever indicated. Frequently pneumothorax, even if not 
successful, may result in sufficient improvement to allow further 
therapy after the lung has reexpanded. Complications are twice 
as frequent in bilateral as in unilateral pneumothorax. Of 30 
patients the disease of 19 is inactive, 2 have an active bronchitis 
with positive sputum but an apparently controlled parenchymal 
lesion, the disease of 6 has become inactive with additional 
procedures after reexpansion of the uncontrolled but improved 
lung, 13 are known to be dead and the disease of 16 is active. 
The disease of 4 of these 16 patients is controlled on one side 
with pneumothorax, and further therapy may be possible on 
the contralateral lung at some future date. 
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An asterisk (*) before a title indicates that the article is abstracted 


below. Single case reports and trials of new drugs are usually omitted. 


British Journal of Children’s Diseases, London 
37:217-286 (Oct.-Dec.) 1940 


Acute Poliomyelitis. W. H. Kelleher.—p. 217. 
*Acute Endocarditis in Infants. S. Wolff.—p. 241. 

Acute Endocarditis in Infants.—Wolff cites 2 cases of 
acute endocarditis in infants with recovery. He believes that 
the number of cases of endocarditis in infants diagnosed during 
life and not on the postmortem table would increase consider- 
ably if physicians kept firmly in mind the triad of symptoms 
described by Finkelstein: pallor of face, attacks of cyanosis and 
accelerated respiration. An early diagnosis would probably also 
increase the number of cured cases. Endocarditis in infants 
is due chiefly to influenza or sepsis. The 2 instances reported 
originated from apparently harmless boils and both were due to 
staphylococci. The sepsis or pyemia was, in the first case, 
proved by the secondary focus in the parotid, in the second case 
by the blood culture and giant spleen, which extended to the 
nipple line. During recovery the spleen became continually 
smaller until at last it was hardly palpable. The blood culture 
also became negative. In contrast to the statements of Orgler 
and others the loud systolic murmur, as a symptom of endo- 
carditis, could be heard from the very beginning and remained 
as a sign of the defect resulting from the endocarditis. The 
friction sound in the second case, which was due to the com- 
plicating pericarditis, disappeared after recovery. The essential 
point in treatment is the removal of pus from accessible places 
—from the boil and pericardium in the cases cited. Sulfanil- 
amide, a specific agaist streptococci, had no effect, whereas 
blood transfusion, the highly concentrated calcium Sandoz and 
redoxon forte (a proprietary ascorbic acid) decidedly influenced 
the healing process. However, the final change was evidently 
due to antistaphylococcus serum. That the heart withstood the 
disease is certainly a result of immediate and considerable digi- 
talization, which even caused rhythmic disturbances because of 
overdosage. The theoretical objections against digitalis in 
septic endocarditis have been disproved by Schottmiller and by 
Fraenkel. The greatest attention should be paid to even small 
boils in infants, as their early evacuation might prevent this 
serious disease. 

British Medical Journal, London 
1:183-226 (Feb. 8) 1941 


Gee-Thaysen Disease (Idiopathic Steatorrhoea of Adults and Adolescents 
in Nontropical Countries). J. F. O'Sullivan, with note and _post- 
scriptum by H. Moore.—p. 183. 


*Blood and Plasma Transfusion in Alimentary Hemorrhage. D. A. K. 
Black and A. F. Smith.—p. 187. 

Amputations in Bed. H. A. Brittain.—p. 192. 

Double Infection of Meninges with Meningococcus and Gaertner’s 


Bacillus. K. J. Guthrie and T. Anderson.—p. 193. 

Comparison of Results of Surgery and Radiotherapy in Carcinoma of 
Cervix Uteri. W. R. Winterton and B. W. Windeyer.—p. 195. 
Blood and Plasma Transfusion in Alimentary Hemor- 

rhage.—Black and Smith compare the effects of citrated whole 
blood with those of plasma for massive bleeding from the 
stomach or duodenum. The 9 patients studied were bleeding 
severely from the stomach or duodenum; the first 3 were given 
massive transfusions of citrated blood by slow drip, 1 recon- 
stituted dried serum in fourfold strength, 2 plasma infusion 
supplemented immediately by blood transfusion and 3 plasma 
alone by slow drip. One of the latter patients required whole 
blood five days later. In the 6 patients given plasma imme- 
diate subjective or objective clinical improvement was absent; 
all showed some harmful effect, and in 2 of them the reaction 
was so severe that massive blood transfusion had to be used 
at once. The chief complaints during plasma infusion were 
headache, faintness and a vague sense of irritability. Objec- 
tively, increase in pallor, quickening pulse and drowsiness, 
leading to actual unconsciousness, were observed. In 1 patient, 
who had a low hemoglobin at the outset, unconsciousness per- 
sisted for more than half an hour. Even after the patients 
recovered from the immediate effects of plasma transfusion, 
clinical improvement, and especially blood regeneration, were 
notably slower than in the patients given whole blood. The 
patient who was given serum, and whose plasma volume 
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increased only by 300 cc., was an exception to this. On the 
whole plasma compared unfavorably with whole blood in jt; 
effects on the blood volume and hemoglobin concentration. |; 
did not lower the degree of azotemia to the same extent as 
whole blood. It is suggested that the ill effects of plasma jp 
these cases are due to forced dilution of the blood in excess oj 
the limits favorable to recovery from hemorrhage. Generally 
plasma is contraindicated when the hemoglobin is less than 
50 per cent. 

1:227-262 (Feb. 15) 1941 

Effect of Peritoneal Irritation on Activity of Intestine. 


and F. C. Mann.—p. 227. 
Treatment of Open Wounds by Sulfanilamide Pack. 


p. 231. 


D. M. Douglas 
A. C. King.~ 


Paresis Following Herpes Zoster: Report of Two Cases. A. B. Carter 
and J. B. W. Dunlop.—p. 234. 

Bell’s Palsy and Herpes Zoster. J. D. Spillane.—p. 236. 

*Outbreak of Trichiniasis in Wolverhampton and District: Clinical 


J. E. S. Lee.—p. 237. 


Account of Seven Cases. 
P. Garrod and D. Maclean.—p. 240, 


Trichiniasis in Hertfordshire. L. 

Outbreak of Trichiniasis.—Lee cites 7 unusual cases of 
trichiniasis which presented atypical features. Nephritis, pneu- 
monia, renal damage, influenza, pyrexia of unknown origin, 
suspected typhoid and pyelitis were the conclusions arrived at 
before the patients were admitted to the New Cross Hospital. 
The predominating signs and symptoms consisted of edema of 
the eyelids (the outstanding symptom in all the patients), head- 
aches, nailbed and conjunctival hemorrhage or injection, mental 
torpor with lethargy, drowsiness, confusion and slowed cere- 
bration, heaviness in the limbs, generalized aches and pains, 
muscular tenderness and stiffness, disturbed reflexes, paralysis 
and severe constipation. Two patients vomited and 1 had colic. 
Sheldon, a consulting physician, put forward a tentative diag- 
nosis of trichiniasis. The fact that many of the typical symp- 
toms of such a diagnosis were not shown by the 7 patients 
threw doubt on the diagnosis. However, biopsy of the pectoral 
muscle was performed and the diagnosis was established by the 
identification of Trichinella spiralis embryos. There was little 
or no capsule formation, and the opinion was that the parasite 
had just reached the muscle. Further confirmation was obtained 
when another successful biopsy was performed. The 7 patients 
were all admitted to the hospital within five weeks. The author 
suggests that the abnormal mental state appears to have been 
inadequately described in the past and is worthy of special note. 
Hemorrhages into the conjunctivas and nailbeds appear to be 
attributable to larval embolism. Involvement of the central 
nervous system was also possibly of embolic origin. The con- 
stipation was exceedingly troublesome and resulted in fecal 
impaction on one occasion. 


Lancet, London 
1:203-234 (Feb. 15) 1941 


Outbreak of Trichiniasis in Wolverhampton and District. J. H. Sheldon. 


—p. 203. ” 
New Concept of Toxemia of Diphtheria. R. A. Q. O’Meara.—p. 205. 


Treatment of Hypertoxic Diphtheria with Avid Serum. C. J. 
McSweeney.—p. 208. ; % 
*Fluorine in Etiology of Endemic Goiter. Dagmar Curjel Wilson.—p. 211. 


Bronchitis and the Bronchial Tree. S. Engel and G. H. Newns.—p. 212. 


Fluorine in Etiology of Endemic Goiter.—Accoriding to 
Wilson, the distribution of endemic goiter in the Punjab and 
in England is related to the geologic distribution of fluorine 
and to the distribution of human dental fluorosis (mottled 
enamel). Inquiry showed the presence of dental fluorosis among 
school children in two areas of Somerset, where two previous 
observers had recorded a high incidence of goiter, and the 
absence of dental fluorosis in an adjoining area selected as 
control where endemic goiter was absent. Of 378 children 
examined in the area mapped as endemic for goiter, 55 showee 
some degree of dental fluorosis, while of 103 children examinee 
in the control area, none were affected. The author does not 
suggest that the presence of fluorine in drinking water 15 the 
only factor in the causation of endemic goiter in the particular 
regions; the intervention of other factors operating against the 
production of goiter may completely overcome the action ° 
fluorine in promoting it. For instance a weekly call by a fish- 
monger’s van at an isolated village in the coastal areas «! Essex 
with a high degree of human dental fluorosis has been © scribe 
to counteract the effects of a local deficiency of iodine. 
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Schweizerische medizinische Wochenschrift, Basel 
70:1237-1260 (Dec. 21) 1940 


Lethal Hereditary Factors. E. Hadorn.—p. 1237. ; 

*Constitutional Congenital Lack of Fibrinogen and Fibrinopenia During 
Childhood. E. Glanzmann, H. Steiner and H. Keller.—p. 1243. 

Therapy of Tuberculous Eye Diseases in Zurich Eye Clinic: Importance 
of Continuous Quartz Lamp Irradiation of Entire Body and Fasting 


Cures. Laura Seiler.—p. 1246. : 
New Methods of Transportation of Wounded in High Mountains. H. 


Gut.—p. 1249. 
70:1261-1284 (Dec. 28) 1940 
*Constitutional Congenital Lack of Fibrinogen and Fibrinopenia During 
Childhood. E. Glanzmann, H. Steiner and H. Keller.—p. 1261. 
Tracheobronchiectasis and Remarks on Estimation of Bronchiectasis. M. 


Kartagener and K. Ulrich.—p. 1266. 
Aspects of Intestinal Knots. T. Johner.—p. 1270. 
Metamorphosis of Leukocytes in Urine. V. Goldberg.—p. 1272. 
Observations Made on Cerebral Cortex by New Procedure of Impreg- 


nation. E. Landau.—p. 1273. 

Congenital Lack of Fibrinogen and Fibrinopenia.— 
According to Glanzmann and his associates, cases of hemor- 
rhagic diathesis as the result of fibrinogen deficiency are com- 
paratively rare in children. These cases can be classified into 
two groups: (1) the cases of congenital lack of fibrinogen 
(afibrinogenemia) and (2) the cases of fibrinopenia, which can 
he subdivided into hereditary fibrinopenia and acquired fibrino- 
penia. The authors describe in detail an instance of constitu- 
tional congenital lack of fibrinogen in a boy aged 3. They 
designate permanent absence of fibrinogen, incoagulability of 
blood, prolonged bleeding time and intermittent thrombopenia 
as the essential characteristics of congenital lack of fibrinogen. 
The outcome of the Takata-Ara reaction and the Weltmann 
reaction does not indicate an impairment of the hepatic paren- 
chyma. Hemorrhagic attacks may become fatal. The develop- 
ment of giant hematomas, the contents of which remain fluid, 
is especially characteristic of congenital absence of fibrinogen. 
The administration of a vitamin K preparation, the intravenous 
injection of 10 cc. of a 20 per cent calcium gluconate, of 5 cc. 
of a potent ascorbic acid preparation and the local application 
of stryphnon (a preparation of methylamino-aceto-orthodioxy- 
benzol) proved helpful in the arrest of hemorrhage. Hereditary 
fibrinopenia is transmitted to both sexes and usually is combined 
with thrombopenia ; it is benign and the patients may reach an 
advanced age. The authors give a detailed description of a case 
of acquired fibrinopenia in an infant aged 8 months. The dis- 
cussion of this case is followed by a comparison of congenital 
lack of fibrinogen and acquired fibrinopenia. The complete lack 
of fibrinogen is congenital, whereas fibrinopenia is acquired. 
In congenital absence of fibrinogen the fibrinogen is constantly 
lacking, the blood is noncoagulable, the bleeding time is pro- 
longed and there is intermittent thrombopenia, whereas in 
acquired fibrinopenia fibrinogen is lacking only temporarily, the 
bleeding time is shortened, but intermittent thrombopenia exists 
here as in congenital lack of fibrinogen. The plasma protein 
picture is not greatly changed in the congenital lack of fibrino- 
gen, but in the acquired fibrinopenia the globulin is increased. 
The Takata-Ara reaction is negative in the first condition but 
positive in the second. In congenital lack of fibrinogen there 
exist no signs of hepatic impairment, whereas fibrinopenia is 
accompanied by hepatosplenomegaly and jaundice. Whereas, in 
congenital lack of fibrinogen, large hematomas develop after 
traumas, fibrinopenia isaccompanied by streaklike cutaneous 
hemorrhages. A vitamin K preparation seems an effective 
hemostatic in both conditions. 


Policlinico, Rome 

47: 1931-1978 (Nov. 18) 1940. Prac. Sec. Partial Index 
a Abdominal Syndrome from Empyema and Perforation of Lung. 

- Ruggierii—p, 1931. 
en Symptoms from Empyema and Perforation 
sai si ee reports 5 cases of acute abdominal symp- 
a. a ating acute surgical conditions of the abdomen which 
oa - aa acute purulent empyema in 3 cases, perforation 
a dhe apsed lung in the course of artificial pneumothorax 
pt Ama: and perforation of the lung into the mediastinum in 
oa ve = Purulent empyema was a complication of chronic 
a ‘‘d pulmonary abscess. According to the author, when 

‘odominal symptoms are caused by empyema or perforation 
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of the lung a diagnosis can be made by an evaluation of the 
respiratory and abdominal symptoms. The respiratory signs on 
objective examination of the thorax and the roentgenograms 
may show the pleuropulmonary disease. In the absence of typical 
objective and roentgen signs, difficult and panting respiration, 
the given type of decubitus of the patient and the presence of 
cyanosis of the lips, on the one hand, and the subsidence of 
abdominal defense after prolonged palpation of the abdomen and 
absence of cutaneous hyperesthesia and of pain at the Douglas 
pouch during rectal examination on the other, are of diagnostic 
value. The abdominal symptoms due to empyema of the dia- 
phragmatic pleura are characteristic of that location. The 
diagnosis of empyema following pneumothoracotomy for the 
treatment of purulent abscess is difficult. Egophony at the thora- 
cotomic opening is a constant observation of diagnostic value. 
Dyspnea is the main symptom of spontaneous perforation of the 
lung whether or not complicating artificial pneumothorax. In 
rare cases it appears late. However, in cases of this type the 
nontypical symptoms of the abdomen indicate the delay of an 
abdominal operation, and the patient should be watched for 
the appearance of respiratory symptoms. When the condition 
develops in the course of artificial pneumothorax, the determi- 
nation of the intrapleural pressure will clarify the diagnosis. 
In all cases the diagnosis is verified by the results of an explora- 
tory puncture. The author believes that acute abdominal symp- 
toms from pleuropulmonary diseases are due to acute disorders 
of the pulmonary circulation with consequent plethora of the 
splanchnic circulation. 
Terapia, Milan 
30:197-216 (Nov.) 1940 

*Action of Staphylococcus Toxoid on Infectious Bullous Dermatitis in 

Children. G. Roi.—p. 197. 

Action of Staphylococcus Toxoid in Bullous Derma- 
titis—Roi reports satisfactory results from staphylococcus 
toxoid in 19 cases of infectious bullous dermatitis which occurred 
in a créche. The epidemic was caused by Staphylococcus aureus. 
The patients were all infants on artificial feeding and exhibiting 
nutritional deficiency, avitaminosis and slight rickets. The 
common treatment with pomades of bacterial filtrates, anti- 
staphylococcus vaccines and autovaccines failed. The staphylo- 
coccus toxoid treatment was preceded by a local treatment 
which consisted of rupturing the bullae, painting the lesions 
with a 0.5 per cent alcoholic solution of methyl green and 
gentian violet and applying antipyogenic pomade. The toxoid 
was administered in intradermal injections, beginning with a 
0.1 solution of pure toxoid in sodium chloride solution and 
increasing to 0.3 concentration and then to pure toxoid. The 
injections were administered in the supraspinous region every 
other day up to a total of from four to eight injections. The 
condition rapidly improved in all cases. The staphylococcus 
toxoid therapy appears to be of value in the treatment of bullous 
dermatitis of infants and is well tolerated. The toxoid acts by 
diminishing the allergy caused by the staphylococcus and by 
establishing antitoxic immunity and diminishing the virulence 


of the staphylococcus. 


Archivos Argentinos de Tisiologia, Buenos Aires 
16: 299-436 (Oct.-Dec.) 1940. Partial Index 
Addison’s Disease from Metastatic Carcinoma of Adrenals Simulating 
Grave Tuberculosis. O. P. Aguilar and C. A. Bancalari.—p. 321. 
*Puncture and Aspiration of Tuberculous Cavities. A. A. Raimondi, 

M. M. Brea and J. A. Taiana.—p. 330. 

Puncture and Aspiration of Tuberculous Cavities.— 
Raimondi and his collaborators performed intracavitary aspira- 
tion by Monaldi’s technic in 6 cases of pulmonary tuberculosis 
with stationary cavities. Aspiration was discontinued in 4 cases 
and continued in 2. Cavernoscopy was performed in all cases. 
The cavity rapidly closed in 1 case. It remains healed up to 
one and one-half years after the operation, as shown by roent- 
genograms and the absence of clinical symptoms. In 1 case the 
cavity reappeared after temporary closure. In 1 case sponta- 
neous pneumothorax and fatal bronchopneumonia followed. In 
1 a phlegmon of the thoracic wall and hemoptysis appeared, and 
the disease entered an acute course. In 2 cases the disease 
entered an acute course after the operation from bilateralization 
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in 1 and cavernization of the base of the lung in the other. 
The authors point out that the operation is not harmless. It may 
cause propagation of tuberculosis, local unfavorable reactions, 
operative accidents (spontaneous pneumothorax) and phlegmon 
of the thoracic wall, any one of which has an unfavorable action 
on the disease. In some cases slight movements of the aspi- 
rating catheter cause coughing. The mechanism of action of 
intracavitary aspiration is not clear. In cases in identical cir- 
cumstances, prolonged aspiration may fail in some whereas 
aspiration for a short time may be followed by permanent heal- 
ing of the cavity in others. In general there are but few cavities 
which obtain benefit from aspiration. Since the results are 
inconstant, it is difficult to establish proper indications of the 
operation. 


Archiv fiir klinischen Chirurgie, Berlin 
199: 337-558 (Nov. 29) 1940. Partial Index 


*Effect of Pregnancy and Postpartum Period on Growth of Malignant 

Tumors. Z. W. Mankin.—p. 337. 

Arterial Walls and Their Nutrition. C. I. Ghitzescu and J. Robacki.— 

» 394. 

Desens of Tetany, with Special Reference to Bone Implantation. 

P. C. Petropoulos and J. X. Miuller.—p. 412. 

Acute Axillary Vein Congestion Due to Venous Wall Lesions. O. Hen- 

ningsen.—p. 439. 

*Primary Closure of Abdominal Cavity in Treatment of Acute Diffuse 

Peritonitis: Experimental Study. Y. Ishikawa.—p. 516. 

Effect of Pregnancy on Malignant Tumor.—Mankin 
examined the controversial problem of the effect of pregnancy 
on existing malignant tumor on the basis of 72 cases observed 
in the Oncologic State Institute in Leningrad and of the exten- 
sive literature on the subject. Carcinoma of the breast (22 
cases} and of the uterine cervix (22 cases) predominated. 
Sixty-five of the cases fell within the age level of 20 to 40 
years. Pregnancy and the postpartum (or postabortum) con- 
dition evoked distinctly different reactions on tumor growth. 
Pregnancy did not stimulate existing malignant conditions but 
in many respects retarded proliferation. On the other hand, 
termination of pregnancy by birth or abortion significantly 
intensified the morbid processes and aggravated prognosis. Sur- 
gical intervention skow!? *+erefore be primarily directed not to 
aborting the pregnaicy Jvut to the extirpation of the tumor. 
The etiology of these contrary reactions is to be sought in the 
mutual antagonism of the estrogens and luteins. During preg- 
nancy, owing to the activity of the corpus luteum, luteins are 
abundant and hold the blastomogenic action of the estrogens 
in check. In the period after birth or abortion, with diminished 
activity of the corpus luteum and its derivative, the estrogens 
reassert their blastomogenic power. Prognosis in carcinoma of 
the uterine cervix was most favorable when tumor ablation and 
fetus removal were simultaneous or when the tumor was 
removed first. In fibroma of the abdominal wall, tumor extir- 
pation is indicated as late as the sixth and seventh month of 
gestation. After that, surgical intervention is contraindicated 
because of the danger that the cicatrice left by the operation 
may be unable to develop sufficient resistance. 

Closure of Abdominal Cavity in Peritonitis.—Ishikawa 
in his experimental study on 86 dogs, half of which served as 
controls, sought to determine the superiority of primary closure 
over drainage in acute diffuse peritonitis after operation. After 
the dogs, weighing from 10 to 14 Kg., had been paired off, a 
peritoneal lesion was artificially inflicted by injecting a freshly 
filtered fecal solution heated to normal temperature into the 
abdominal cavity (9 cc. per kilogram of body weight) without 
injuring the abdominal viscera. Laparotomy was performed in 
three stages, two, four and six hours after injection, and 
affected 13, 18 and 12 pairs of dogs, respectively. Dogs lapa- 
rotomized after six hours died. The time limit of one hundred 
and twenty hours after injection was established as surviving 
time. Surviving animals were then killed. Survival rate, post- 
mortem observations, tests for the chloride content of the blood 
and for blood sugar and the erythrocyte count were all favor- 
able to the closed method as against drainage. The mortality 
index for the closed method and the drainage groups were as 
follows: 23 per cent against 92.3 per cent laparotomized after 
two hours ; 33'4 per cent against 88.9 per cent after four hours; 
6624 per cent against 100 per cent after six hours, an average 
of 40 per cent against 93 per cent. Of the third group, which 
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included 24 dogs, 4 dogs (none of them controls) were able 


to survive, though the reabsorption power of the peritoneym 
after six hours is greatly weakened. In no case did a contro 
animal outlive its fellow. At necropsy, diffuse peritonitis was 
almost completely healed in the majority of the test dogs, [py 
the controls, small pus formations were still found and, to , 
varying degree, inflammation of the mesentery, omentum, the 
intestinal serosa and the wall of the peritoneum persisted. The 
author states that the closed method has been used for years jp 
his clinic with decidedly good results. Primary closure can be 
employed even in grave infections provided tamponade oj 
purulent exudates is thorough and extensive. 


Beitrage zur Klinik der Tuberkulose, Berlin 
95: 335-414 (Nov. 22) 1940 
Intrapleural Pneumolysis (Three Hundred Cases of Pulmonary Tuber. 

culosis Treated with Method of Jacobaus). K. Bénsdorff.—p. 335. 
*White Blood Picture and Sedimentation Speed of Erythrocytes in Suction 

Drainage of Cavities. M. Fliigge.—p. 367. 

Gastric Disturbances in Pulmonary Tuberculosis and Gastric Hemor- 

rhages After Thoracoplasty. H. Hecht.—p. 377. 

Investigations on Pickof’s Modification of Guinea Pig Experiment, 

I. Pegel.—p. 395. 

Experimental Investigations on Modification of Tuberculous Infection 
by Vapors of Aromatic Hydrocarbons. E. Rix and O. Schedtler— 

p. 401. 

Blood Changes During Suction Drainage of Cavities— 
Fliigge describes the behavior of the sedimentation speed of the 
erythrocytes and of the white blood picture in 19 cases of pul- 
monary tuberculosis in which suction drainage of the cavities 
was done. The blood picture was examined before the onset 
of suction drainage and at eight day intervals thereafter. The 
sedimentation speed was determined before the suction drain- 
age and at four week intervals thereafter. Summarizing his 
observations, the author says that four phases can be differen- 
tiated in the blood of patients undergoing suction drainage. 
First there is the phase of the general reaction to the onset of 
the suction drainage; it is characterized by deviation to the leit 
without lymphocytic crises and subsides at the latest after four 
weeks. The second phase is that during which sputum and 
drainage secretion become negative. Although the leukocyte 
count and the sedimentation values are increased, the noticeable 
lymphocytic reaction with changing number of staff-nuclear 
cells (depending on the severity of the secondary suppurating 
secretion) indicates the beginning of the curative phase. This 
phase persists as a rule until three months after the beginning 
of the suction drainage. In this phase the blood picture is a 
better indication of what is taking place than is the sedimenta- 
tion reaction. The third phase, which is that of the cure of the 
cavity, extends to the withdrawal of the suction catheter. It is 
characterized by changing leukocyte counts and sedimentation 
values ; the lymphocyte count is increased ; the staff-nuclear count 
fluctuates, depending on the degree of suppurating secretion. 
In this phase again the sedimentation rate fails to indicate the 
degree of general improvement and cure. The fourth phase, 
which follows the treatment, is characterized by a normal leuko- 
cyte count and sedimentation value and by a persisting |ympn- 
cytic reaction without nuclear deviation. 


Deutsche Zeitschrift fiir Chirurgie, Berlin 
254: 213-288 (Nov. 18) 1940. Partial Index 
Renal Malformation in Form of Ren Elongatus Bipartitus. W. 


—p. 213. 
*Treatment of Postoperative Reactions in Patients with Exophthaimt 


Siemens. 


Goiter. F. Kaspar.—p. 227. : , 
Surgical Treatment of Hypertension (Removal of Adrenals and Renal 
Decapsulation: Influence of Adrenal Cortex on Elimination of Wate 
T. Perras.—p. 234. » 
Surgery of Sternum and Anterior Mediastinum. T. Perras.—p. -7% | 
Wound Excision According to Friedrich and Customary Partial! Wow! 
Excision, Particularly in Cranial and Cerebral Injuries. Burck 

hardt.—p. 249. as 
Completion of Bassini’s Operation for Inguinal Hernias. G. Baggi0.— 
p. 262. ‘ois 
Extension of Operation Beyond Permission Granted by Patient. Schlager 
—p. 272. 


Postoperative Reactions in Exophthalmic Goiter— 
Kaspar says that in the three years from 1937 to 193° inclusive 
4,384 struma operations were performed at his hospital, of which 
287 concerned cases of exophthalmic goiter. Most of these 
patients were subjected to preoperative and postoperative jodine 
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medication, but some of them proved refractory to it. In 1 
patient with exophthalmic goiter, in whom the postoperative 
reactions were extremely severe, the author gave an intravenous 
injection of 40 cc. of afenil and when this effected improvement 
he gave another intravenous injection of 20 cc. of afenil and 
administered 30 cc. of calcium gluconate intramuscularly. The 
favorable effect of this treatment induced the author to try large 
doses of calcium in other patients who reacted indequately to 
iodine therapy and who had severe postoperative reactions. 
Later he administered large doses of calcium (from 20 to 30 cc. 
intramuscularly) also before the operation and he found it effec- 
tive in other forms of hyperthyroidism, particularly in iodine 
thyrotoxicoses. The intramuscular injections of calcium are 
made with a long needle two or three fingerbreadths below the 
crest of the ilium, because in this manner the annoying infiltra- 
tions are avoided. The author recommends the administration 
of large doses of calcium (intravenously and intramuscularly) 
preoperatively as well as for the frequently severe postoperative 
reactions, reasoning that the calcium deficiency existing in 
exophthalmic goiter is at least partly responsible for the post- 
operative disturbances and that this deficiency is favorably 
influenced by the large doses of calcium. 


Medizinische Welt, Berlin 
14:1137-1164 (Nov. 9) 1940. Partial Index 


Toxic Dysentery (Experiences in Polish Campaign 1939). H. Krieger. 
ade of Peritoneum. J. Petermann.—p. 1140. 

Physiologic and Pathologic Cardiac Movements. H. Jaeger.—p. 1142. 
Chronic Bronchitis and Prolonged Cough in Children. W. Walther. 

—p. 1145. 

Tuberculosis of Peritoneum.—Petermann does not con- 
sider the tuberculous peritonitis that is a partial manifestation 
of an acute miliary tuberculosis and is fatal within a short 
time, but only those cases in which the tuberculous process 
of the peritoneum dominates the symptomatology. Tuberculous 
peritonitis is chiefly a disease of children. The mode of infec- 
tion differs; the organisms may pass through the intestinal 
wall or may enter by way of the vagina and the tubes, leaving 
these organs themselves unimpaired. Dissemination following 
bursting of a tuberculous mesenterial lymph node is another 
possible mode of infection, but most frequent is the infection 
by way of the lymph channels. Hereditary predisposition is 
an endogenic etiologic factor. Exogenic etiologic factors are 
undernourishment and poor hygienic conditions. The early 
stage of the disease has only indefinite symptoms. The gen- 
eral condition is impaired, the appearance is poor and there 
are complaints of dyspeptic disturbances, of recurrent abdom- 
inal pains and frequently of diarrhea. Tuberculous peritonitis 
should be thought of, if these symptoms cannot be explained 
by helminthiasis or by disease of an abdominal organ. The 
second stage is characterized by the complete symptomatology 
and requires energetic treatment. During the third stage, 
complications develop which are decisive for the prognosis. 
Increase in the size of the abdomen is characteristic. The 
intestinal function is impaired. The author differentiates three 
lorms of tuberculous peritonitis: the serous form with profuse 
exudation, the dry form with adhesions, indurations and nodu- 
lar tumors, and finally the purulo-ulcerous or the caseous form, 
which leads to the formation of abscesses or perforations into 
the intestine. It is not always possible to differentiate these 
three forms strictly. Fresh air, sunshine and a rich diet are 
helpful in tuberculous peritonitis as in other forms of tuber- 
Culosis. Climatic therapy, particularly in the form of the high 
mountain climate, is also helpful. Surgical therapy, that is, 
laparotomy with evacuation of the exudate, has been employed 
with considerable success particularly in the exudative form. 
Extremely advanced tuberculous peritonitis and involvement of 
other organs are contraindications to laparotomy. The opera- 
tion must be followed by energetic general treatment. Recur- 
rent exudates can be counteracted by puncture, but early 
xucites should not be punctured because of their bactericidal 
effect. Insufflation of air or oxygen has been recommended 
tollo ‘ing removal of the exudate. The author thinks that the 
cthcacy of this measure is due to the hyperemia it induces and 
'o the stimulation of the leukocytosis. He emphasizes that the 
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insufflation must be done with great caution. Tuberculin treat- 
ment can be employed as a supporting measure and demands 
strict individualization. 


14:1165-1188 (Nov. 16) 1940. Partial Index 
Estimation of Lesions of Knee Joint in the Army. A. Vogl.—p. 1165. 
Acute Otitis Media. R. Perwitzschky.—p. 1167. 
*Whole Grain Bread, the Bread of the Future. W. Heupke.—p. 1172. 

Whole Grain Bread.—Heupke stresses that in the average 
diet now available in Germany the supply of vitamin B, will be 
adequate only if a considerable portion of the bread consumed 
is of the whole grain type. Whereas 400 Gm. of rye whole 
grain bread contains 840 micrograms of vitamin B:, the more 
refined types of bread contain only from a sixth to a fourth of 
this amount. Moreover, it is known that the vitamin B; require- 
ments are the greater the higher is the sugar and starch content 
of the diet. In view of the high carbohydrate content of the 
present day diet, the use of whole grain bread is a necessity 
in order to insure an adequate supply of vitamin B;. Vitamin 
B: is found exclusively in the grain germ and jn the aleuron 
layer, that is, in those parts of the grain which are removed 
in milling the flour for the refined types of bread, whereas they 
remain in the flour used for the whole grain type of bread. 
The grain germ contains other valuable substances such as lacto- 
flavin, vitamin A and vitamin E. Whole grain bread differs 
from refined bread also in protein, starch and mineral contents. 
The germ of the grain and the aleuron layer contain more 
valuable proteins than do the other parts of the grain, and for 
this reason the whole grain bread contains more valuable pro- 
teins than do the refined breads. Furthermore, the refined 
breads contain few minerals, because phosphoric acid, calcium, 
magnesium and iron are found chiefly in the external layers of 
the grain. Other valuable constituents of whole grain bread 
but not of refined bread are the auxins or growth substances. 
The greater nutritional value of whole grain bread has been 
proved by feeding experiments on animals. It has been proved 
that whole grain breads are valuable for the development and 
preservation of teeth and in the prevention of chronic consti- 
pation. The use of whole grain breads is now advocated in all 
civilized countries. 


Okayama Igakkai Zassi, Okayama 
§2:2783-2952 (Dec.) 1940. Partial Index 
*Two Cases of Pituitary Dwarfism. F. Hayasi.—p. 2899. 
*Studies in the Excretion of Bismuth. T. Seki.—p. 2925. 

Pituitary Dwarfism.—Hayasi reports two cases of pituitary 
dwarfism (Erdheim) or nanosomia infantilis (Hansemann) in 
male subjects, both 19 years old, and one having physical 
measurements corresponding in normal subjects to those of 9 
years and the other to those of 11 years. The physical develop- 
ment of both patients was normal in every respect until just 
prior to the advent of pubescence (about 8 years in the first 
case, and about 10 years in the second), when definite retarda- 
tion began to set in suddenly but without disturbance in the 
general ratio of physical measurements. In both cases the roent- 
genographic evidence of diagnosis consisted in the general arrest 
in the development of the hypophysis cerebri, since the con- 
figuration of the sella turcica was normal but decidedly small 
as compared with that of a normal subject of the same age 
and sex. The first patient showed signs of Froéhlich’s syndrome 
with adiposity around the girdle and genital infantilism; the 
second subject exhibited evidence of myxedema. Neither patient 
had diabetes insipidus, hemianopia or increased intracranial 
pressure; no hyperplasia of the thyroid glands was present. 
There was a retardation in the epiphysial union at the ends 
of the long bones. The first patient gave evidence of a slight 
tendency to hypersensitization to pilocarpine while the second 
was sensitive to atropine. To one of these patients, showing 
myxedema, the author administered thyroid for three months, 
and there was some improvement in the condition of his skin, 
but no other noticeable changes occurred. 

Excretion of Bismuth.—Seki presents results obtained by 
quantitative determinations of bismuth excreted in saliva and 
in urine in three patients who had received courses of anti- 
syphilitic treatment with salts of this metal. At the time of 
these observations the patients had received bismuth in total 
amounts varying from 0.95 to 2.16 Gm. over periods of months, 
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so that for the purpose of the tests the storage of bismuth was 
considered adequate. The purpose of the study was to ascer- 
tain the effect of pilocarpine and epinephrine injections on the 
excretion of bismuth in such patients. Urinary bismuth was 
first determined and found to be excreted to the amount of 0.08, 
0.23 and 0.71 mg. in single specimens passed in one hour. 
Considering the quantity excreted by the first patient as 1, the 
ratio of urinary bismuth excretion in these three patients was 
1:2.7:8.6. The serum bismuth per cubic centimeter gave the 
values of 0.0024, 0.0037 and 0.0053 mg. respectively, or a ratio 
of 1:1.6:2.2. The bismuth content of saliva per cubic centi- 
meter was likewise determined and was found to be 0.00053, 
(0.00066 and 0.00070 mg. respectively, or a ratio of 1: 1.2: 1.3. 
Following the injection of 0.5 cc. of 2 per cent solution of pilo- 
carpine hydrochloride in these patients, the excretion of bismuth 
increased in proportion to the body store concomitant with the 
increase in salivary flow up to the end of two hours. After two 
hours the quantity of bismuth excretion in the saliva decreased. 
The quantity of urine decreased after the pilocarpine injection. 
On the other hand, the injection of 0.6 cc. of epinephrine hydro- 
chloride caused only a slight change, if any at all, in the urinary 
excretion of bismuth by these patients. 


Sovetskaya Meditsina, Moscow 
Pp. 1-52 (No. 21) 1940. Partial Index 


Pneumonia Therapy in Early Childhood. M. S. Maslov.—p. 3. 
Combined Hemotherapy and Streptocid (Azosulfamide) Therapy of Pneu- 


. 
monia of Young Children. A. M. Shapiro.—p. 9. 
Streptocid (Azosulfamide) Therapy of Pneumonia of Children. N. I. 


Shevchenko and I. M. Chizhov.—p. 11. 
*Arsphenamine Therapy of Septic Scarlet Fever. B. P. Brukhanskiy, 


N. A. Tsukerman and E. I. Kaminskiy.—p. 15. 

Arsphenamine Therapy of Septic Scarlet Fever.— 
trukhanskiy and his associates report 28 cases of septic scarlet 
fever in which arsphenamine therapy was used. Four of the 
patients died and 24 recovered. The ages of the patients varied 
from 1 to 15 years. The earliest effect was seen in the diminu- 
tion or disappearance of the necrotizing process in the pharynx 
and striking improvement in the general condition. The fetid, 
ichorous discharge from the nose disappeared, as a rule, on the 
day after administration of the drug. Enlargement of the cer- 
vical lymph nodes and edema of the cellular tissue of the neck 
rapidly regressed. Cardiac function rapidly improved, and symp- 
toms of adrenal insufficiency receded. The following compli- 
cations were noted among the 28 patients who recovered: 2 had 
nephritis and 5 otitis media. The authors feel that better results 
could be accomplished by early exhibition of the drug. Most 
of their patients received the drug on the third to seventh day 
of the sickness. Untoward effects of arsphenamine injections 
can be avoided by strict individualization of the dose, which 
should not exceed 0.009 Gm. to 1 Kg. of weight in any instance. 


Nordisk Medicin, Stockholm 
8:2303-2396 (Dec. 7) 1940. Partial Index 


Hospitalstidende 
*Some Ocular Symptoms in Fractures of Skull. V. Larsen.—p. 2319. 
Ocular Symptoms in Fracture of Skull.—Larsen reports 
17 cases of fracture of the skull examined from three months 
to three years after the trauma because of which ocular changes 
originated or are thought to have originated. The changes after 
theca fractures (except fractures of the frontal bone) were 
anomalies of refraction not previously recognized. In cases with 
fracture of the base of the skull, when there had been lesion 
of the optic nerve, which is frequent, there was apparently a 
characteristic field of vision in addition to the known changes 
of the pupil in atrophy of the optic nerve: (1) limitation of the 
upper field of vision, (2) limitation of the temporal field of vision 
and (3) central scotoma. The lower and nasal fields of vision 
were only slightly decreased. While the narrowing of the outer 
borders of the field of vision apparently occur directly after the 
lesion, some time seems to elapse before central scotoma appears, 
so that it is probably to be regarded as a result of the repara- 
tory processes (yielding pressure on the optic nerve by the 
fibrous tissue, which, instead of callus, binds the cranial bones). 
The author says that the diagnosis of fracture of the base of 
the skull can probably be made on the basis of this complex 
alone—central scotoma accompanied by severe upper and tem- 
poral defects in the field of vision. 


Finska Liakaresdllskapets Handlingar 


*Bone Marrow Picture in Acute Infections. J. Forssell.—p. 233: 


Bone Marrow in Acute Infections.—Forssell refers «, jj; 
earlier- work on morphologic changes in the bone marr. jp 
acute anemias due to hemorrhage and now reports on the r<sults 
of his examinations in eleven cases of acute infection oj the 
genital tract of brief duration, without noteworthy anemia. No 
shifting beyond the normal could be established in the granulo- 
cyte picture of the bone marrow in any of these cases, which 
he asserts, confirms his conclusions that acute hemorrhages and 
not infections cause a shifting to the left in the granulocyte 
picture in the bone marrow and a neutrophilia of the hone 
marrow. The erythrocyte leukocyte quotient was ereatly 
decreased by the infection, pointing to stimulation of leukocyte 
proliferation. No changes could be demonstrated in the size of 
the red blood corpuscles and none in the hemoglobin concentra- 
tion of the cells. The number of eosinophil cells was reduced 
not only in the blood but in the bone marrow. In a case in 
which there was grave infection of longer duration the neutro- 
phil cells with segmented nuclei almost disappeared from the 
bone marrow, while the number of myelocytes and promyelocytes 
increased. 

Hygiea 
*Subdural Hematoma. E. Ask-Upmark.—p. 2357. 


Subdural Hematoma.—Ask-Upmark discusses the occur- 
rence, pathologic anatomy, pathophysiology, clinical symptoma- 
tology and therapy of subdural hematomas on the basis of 
personal observations in about 40 cases. In these expansive 
intracranial processes, he says, the separate symptoms are often 
less characteristic than the general course, which is marked by 
(1) a history of trauma, (2) a relatively long free period and 
(3) intermittent periodicity in the symptoms. In the more acute 
cases, treated not long after the trauma, there is less danger of 
overlooking the trauma than in the more chronic cases, which 
appear for treatment in divisions of internal medicine, neurology 
and psychiatry. In the acute cases the free interval is shorter 
or may be absent. In the classic cases of chronic subdural 
hematomas the interval between the trauma and the onset of 
symptoms may be from weeks to months and years, sometimes 
several years, and the symptomatology is perhaps more shifting 
and bizarre than in any other neurologic disorder. There may 
be symptoms of increased intracranial pressure, in most cases 
more or less conspicuous mental symptoms, neurologic symp- 
toms mainly of motor kind, and not seldom bradycardia, believed 
to depend on increased intracranial pressure but occasionally 
registered when the intracranial pressure is not increased. 
Examination of the cerebrospinal fluid is best made by sub- 
occipital puncture. If this is not possible, lumbar puncture 
may be considered; but the diagnostic value of examination of 
the cerebrospinal fluid is limited by it and in suspected expansive 
intracranial processes lumbar puncture is as a rule contraindi- 
cated. Roentgen examination of the cranium is of value only 
in exceptional cases. Encephalography or ventriculography 
affords valuable information. Arteriography gives an especially 
clear picture; but the method requires a considerable interve- 
tion, and simpler means generally suffice for diagnosis and 
treatment. Operation consists in removal of the hematoma 
through a transtemporal trepanation opening, which can often 
be small. Preoperatively, rest and quiet are needed, as there 1s 
often psychic or motor agitation, abundant administration 0! 
fluids is called for and a timely blood transfusion is oiten 
important. Exsiccation and overheating dispose to general 
hyperthermia. Tachycardia is a noticeable feature in neuro- 
genic hyperthermia and it seems to the author logical to try 
treatment with ergotamine tartrate (gynergen) or a prostig- 
mine preparation for it. As a rule the postoperative course }s 
uneventful. If this is not the case, the possibility of 4 sub- 
dural hematoma on the other side is to be considered. 


CORRECTION 
Estrogen and Calcium in Menopause.—In the « »tract 
“Estrogen and Calcium in Menopause” (THe JouRNA! _ 
rea 


19, p. 1878) the dose of calcium lactate should hay 
0.25 Gm. instead of 0.00025 Gm., and the dose of sodium b: omide 
0.05 Gm. instead of 0.000005 Gm. 
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Book Notices 


The Parasites of Man in Temperate Climates. By Thomas W. M. 
Cameron, Professor of Parasitology, McGill University, Montreal. Cloth. 
price, $3. Pp. 182, with illustrations. Toronto: University of Toronto 
press: London: Oxford University Press, 1940. 

This book is based on the course in parasitology given in 
the medical school of McGill University. Its contents are 
deliberately restricted to the needs of the practitioner in the 
English speaking temperate and subtropical areas with no 
attempt to supply the larger needs of the parasitologist or 
laboratory worker. There are four main sections of the book 
dealing with protozoa, helminths, leeches and arthropods. The 
section on the last group contains not only insects of medical 
importance but also venomous arthropods. Detailed descriptions 
are limited to those parasites which occur in North America 
and Great Britain. In each of these species a brief summary 
account is given of the morphology and life cycle of the para- 
site, various pathologic aspects of the infection, diagnosis, 
methods of spread and treatment. Some readers will undoubt- 
edly feel that the discussion of some aspects of the subject 
should have been more adequately treated. Within the aims 
and physical limits of space set by the author, however, he 
has done remarkably well. The book is well written and illus- 
trated and is accurate in subject matter. 


America Organizes Medicine. By Michael M. Davis, Chairman, Com- 
mittee on Research in Medical Economics. Cloth. Price, $3. Pp. 335. 
New York & London: Harper & Brothers, 1941. 

Before offering adverse criticisms it should be said that this 
book contains so much valuable material on medical economics 
as to entitle it to careful reading by every one interested in this 
subject. So far as the book has a central theme it seems to be 
that medicine is moving toward more and more organization. 
Developments are presented with more emphasis laid on the 
activities of medical societies and consumer organizations than 
on compulsory sickness insurance. However, the strong bias 
against organized medicine and in favor of what might be 
called the social service point of view is dominant. The state- 
ments of the Committee on the Costs of Medical Care and the 
Interdepartmental Committee and the National Health Con- 
ference are accepted as authoritative. 

The subject of the quality of care as a test of the value of 
any method of supplying medical care is carefully avoided. By 
implication, at least, the test of morbidity and mortality rates 
is discarded, although this is the only test properly applied to 
all phases of medical care. Instead it is urged that some sort 
of “realistic standards” be established, which appears to mean 
those of the number of visits, days of care, and so on, all of 
which have been tested and found practically useless in systems 
of compulsory sickness insurance. The study by Miss Swack- 
hamer on free choice is quoted without including her comment 
that the study was in a “slum” district with a large percentage 
of immigrants, which is in no sense typical. The dictators’ 
argument that people given free choice do not always choose 
wisely is used; there is no mention of the potential value of 
such choice in controlling standards. 

Some of the references to the American Medical Association 
contain unpardonable misstatements. For example, page 164: 
“Its Council on Medical Education and Hospitals inspects 
institutions of 75 beds and over (and some smaller ones).” The 
fact is that a large majority of the hospitals inspected and reg- 
istered have less than seventy-five beds. The average for 
1,633 “proprietary” hospitals registered in 1940 is less than 
hity beds. He finds a nonexistent conflict between “state and 
local medical societies” and the “national body,” disregarding 
the fact that the “national body” has no existence aside from 
the state and local medical societies.” The comments, page 
176, on the attitude of the American Medical Association toward 
British health insurance are extremely misleading. The state- 
meu irequently repeated that criticism of methods of organiz- 
ing inedical care are always from the economic point of view 
's wholly false. An examination of the official statements and 
actins of the A. M. A. shows that criticisms are directed to 
cffec's on the quality of the medical service and never on the 
€conomic phases. 
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Tratado de diagnéstico quirdrgico. Por Adolfo Recclus E. Paper. 
Pp. 877, with 1,095 illustrations. Santiago, Chile: Central de Publica- 


ciones, 1940. 

This book is based on the author’s wide experience in the 
surgical wards of the hospitals of Valparaiso, especially during 
the last twelve years. Although the clinical diagnosis should 
prevail over the roentgen, the proper knowledge of roentgen- 
ology is paramount for the exact interpretation of the roent- 
genograms. The majority of roentgenograms in the book are 
of patients observed by the author. The book is divided into 
eight chapters, on surgical diseases of (1) the cranium and 
cranial cavity, (2) the face and mouth, (3) the neck, (4) the 
thorax, (5) the abdomen, (6) the urogenital organs, (7) the 
spine, bone marrow and pelvis and (8) the extremities. 
The fields covered in the different chapters include: 1. Cranial 
trauma with or without cerebral complications, cranial trauma 
in the newborn, congenital and other tumors, hydrocephalus, 
malformations, tumors, epilepsy, exophthalmos, pathology of 
the cerebral nerves, craniocerebral topography, osteitis and 
inflammation of the brain and meninges. 2. Congenital mal- 
formations, inflammation, tumors, neuralgia, cysts, pathology 
and fractures of the maxilla and diseases of the salivary glands. 
3. Congenital malformations, torticollis, cervical ribs, inflamma- 
tion, tumors and pathology of the regional lymph nodes and 
thyroids. 4. Pathology of the wall of the mamma, surgical 
diseases of the pleura, lungs and mediastinum, inflammation 
and hydatid cyst of the lung, tumors of the lung and medias- 
tinum and diseases of the heart, pericardium, esophagus and 
diaphragm. 5. Trauma, surgical diseases, hernia, pathology of 
the peritoneum, surgical pathology of the stomach and duo- 
denum, peptic and duodenal ulcer, tumors, congenital diseases 
of the intestine, acute and chronic appendicitis, intestinal tuber- 
culosis, intestinal complications of typhoid demanding surgical 
interventions, diverticula, tumors and intestinal occlusion, and 
surgical diseases of the liver, biliary tract, pancreas, spleen 
and anorectal region. 6. For the urogenital structures, sur- 
gical diseases of the kidneys and ureters, and pathology of 
the adrenals, bladder, prostate, urethra, scrotum, testicle, epi- 
didymis, was deferens and penis. 7. For the spine, bone marrow 
and pelvis, malformation of and trauma on spine, trauma on 
bone marrow, Pott’s disease, spondylosis, spondylitis, tumors, 
acquired deformities, topographic diagnosis of medullary lesions, 
compression of the bone marrow by tumors and diseases of 
the pelvis. 8. For the limbs, congenital and acquired malfor- 
mations, luxations and fractures, diseases of the soft parts, 
lesions of the nerves of the limbs, of the bones, of the soft 
parts and joints, diseases of the bones and joints, dystrophy 
of the bones, inflammation, chronic and infectious diseases of 
the joints, local necrosis and other local diseases, and free 


bodies in joints. 


Basic Principles of Healthful Housing. Second edition. Paper. Price, 
25 cents. Pp. 32. American Public Health Association, Committee on 
the Hygiene of Housing, C.-E. A. Winslow, Chairman. New Haven 
Conn., 1939. 

This is a report from the Committee on the Hygiene of 
Housing of the American Public Health Association and has 
been endorsed by the Association’s Committee on Research 
and Standards so that it may be released for further study. 
It contains chapters on physiologic needs which can be met by 
proper housing, such as temperature, pure air, proper lighting, 
protection against noise, and adequate space for exercise. It 
then lists fundamental psychologic needs, such as privacy, 
opportunities for normal family and community life, facilities 
for performances of household tasks, the maintenance of friend- 
liness, the achievement of esthetic satisfactions, and conform- 
ance with social standards of the community. Protection against 
contagion includes the provision of safe water available to the 
dwelling and protection against pollution within the dwelling, 
proper toilet facilities, the avoidance of insanitary conditions 
in the vicinity, the exclusion of vermin and all further necessi- 
ties. There must also be provision for keeping milk and food 
undecomposed. Sleeping rooms must provide sufficient space 
to minimize the danger of contact infection. Accident safe- 
guards enumerated include proper planning, use of appropriate 
materials, fire-proofing, fire-escape facilities, protection against 
electrical shocks and burns and against gas poisonings, and 
protection against falls, mechanical injuries and neighborhood 
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automobile traffic. Each is made the subject of a “principle,” 
of which there are thirty. Each principle is elucidated by one 
or more paragraphs sufficiently detailed to make clear what is 
intended. The pamphlet is enclosed in attractive covers with 
plastic ring binding. It should be useful to any one interested 
in housing, from the prospective owner to the official charged 
with community housing standards and their enforcement. 


Memoria y cuenta del Ministerio de sanidad y asistencia social, Estados 
Unidos de Venezuela (contiene las actuaciones correspondientes al afio 
civil de 1939). Paper. Pp. 404, with illustrations. Caracas, 1940. 

The author of this book is the minister of public health and 
hygiene of Venezuela. The book is a report of work carried 
on by the various branches of the ministry in the course of 
1939. It contains several chapters on the organization and 
functions of the body of sanitation, and hygiene and its various 
branches, especially for the welfare of mothers and their chil- 
dren, hygiene of créches, reformatories for delinquent youths, 
vacationing centers for children, care of school children, social 
work, prevention and therapy of tuberculosis, venereal diseases, 
malaria, yellow fever and other diseases, propaganda, services 
rendered to the people by means of legal and medical consulta- 
tions, vigilance of medical professions and of pharmacies, work 
carried on by the Instituto Nacional de Higiene and other sani- 
tary centers, care of centers for preventing delinquency in 
youth, sanatoriums, hospitals and leprosaries and public dining 
or sleeping rooms for needy children. The problems of sanita- 
tion of the soil and housing also are discussed. The book con- 
tains illustrations, epidemiologic graphic drawings, statistics, 
lists of the Venezuelan physicians and other professionals who 
were registered in the course of 1939 and a detailed report of 
the income and expenses of the General Department of Public 
Health and its branches during the year. In his preface the 
author calls for cooperation of the federal and municipal author- 
ities and civilians of Venezuela in order to carry on collective 
efforts. Actually Venezuelan sanitation and hygiene are con- 
stantly progressing. 


Macleod’'s Physiology in Modern Medicine. Edited by Philip Bard, 
Professor of Physiology, Johns Hopkins University School of Medicine, 
Baltimore With the collaboration of Henry C. Bazett, Professor of 
Physiology, University of Pennsylvania, et al. Ninth edition. Cloth. 
Price, $10 Pp. 1,254, with 387 illustrations. St. Louis: C. V. Mosby 
Company, 1941 

When it first appeared in 1918, the book by Macleod was 
recognized at once as a distinguished contribution. Now after 
twenty-three years the ninth edition becomes available as a 
massive work, entirely rewritten by a group of authors, many 
ot them specialists in certain major fields of physiology. In 
addition to the contributors who developed the eighth edition, 
there are Howard J]. Curtis, who has rewritten the chapters 
on electrical excitation and conduction of the nerve impulse, 
and Dr. Walter S. Root, who has contributed a chapter on 
the urinary bladder. Originally developed as a reflection of 
the physiology of the University of Toronto, the book now 
emanates primarily from Johns Hopkins Unversity, where its 
distinguished editor is professor of physiology. It is a com- 
prehensive, reliable textbook, which has been kept quite up 
to date. The scope of the numerous additions becomes apparent 
in the bibliography and becomes even more clearly apparent 
in the extent to which various portions of the type have been 
+ ; 


worn by repeated printing. 


Las perturbaciones hepaticas en les enfermos de tiretoxicesis. Por el 
Ir. Adolfo Marcos Rex Tesis de doctorado, Universidad nacional de 
Beenes Aires. Facultad de ciencias médicas, Escuela de medicina. Num. 
5. 208 Paper. Pp. 838. with 23 illustrations Buenos Aires: Sebastian 


de Amorrortu e Hijes, 1940 
selected the subject of disturbances of the liver 
The book is divided 


he author 
in thyrotoxicosis for his doctoral thesis. 
into five chapters, on relations between disturbances of the 
liver and thyrotoxicosis, functions of the liver, variations of 
liver glycogen and anatomopathologic changes in thyrotoxicosis 
and influence of pathologic changes of liver on morbidity and 
postoperative mortality in thyrotoxicosis. The book is an 
exposition of the development and present knowledge of the 
subject as seen from a review of the literature and from 
clinical and micropathologic observations, which were carried 
on by the author in the Surgical Clinic of Buenos Aires. 


Jour. A MA 
June 7, 194] 


NOTICES 
Following are the conclusions: The liver is either fundamep. 
tally or clinically involved in thyrotoxicosis and the glycogen 
of the liver is diminished. The functions of the liver improye 
or hecome normal and the clinical symptoms improve or djs. 
appear when improvement or cure is attained by surgical 
operation in cases of thyrotoxicosis. A plausible cause of the 
liver involvement is a lability of the structure from thyroid 
hormone or its derivative toxic substances. The pathologic 
alterations of the liver in thyrotoxicosis are important factors 
which have an influence on the morbidity and postoperative 
mertality of thyrotoxicosis. 


El hemoneumotorax espontanes. Por el Dr. Jorge M. Remolar. esis 
de doctorado, Universidad nacional de Buenos Aires, Facultad de ciencigs 
médicas, Escuela de medicina. Acta No. 5324. Paper. Pp. 159, with 
33 illustrations. Buenos Aires: Aniceto Lopez, 1940. 

The author of this book selected the subject of Spontaneous 
Hemopneumothorax, in which he has a large experience, for 
his doctorial thesis. In an introductory chapter he discusses 
spontaneous hemopneumothorax, the importance of the various 
forms of the condition and the relation between spontaneous 
pneumothorax and spontaneous hemopneumothorax. A review 
of the literature, especially Argentine literature, on the subject 
is covered in chapters 2 and 3, which include a clinical and 
roentgen study of cases observed and treated by the author, 
The symptoms, clinical forms, differential diagnosis, course, 
prognosis and therapy of spontaneous hemopneumothorax are 
discussed in chapters 4, 5, 7 and 8. In chapter 6 the author 
deals with the history, pathologic anatomy and roentgen aspects 
of subpleural blebs, the pathogenic role of subpleural blebs, the 
importance of pleuroscopy and pleurophotography in spontane- 
ous hemopneumothorax and the histology of the conditions. 
The book contains many roentgenograms, photomicrographs and 
neat illustrations in color. 


An Introduction to Dermatology. By Richard L. Sutton, M_D., Sc.D. 
LL.D., and Richard L. Sutton Jr., A.M., M.D., L.R.C.P., Assistant Pro- 
fessor of Dermatology, University of Kansas School of Medicine, Kansas 
City. Fourth edition. Cioth. Price, $9. Pp. 904, with 723 illustra- 
tions. St. Louis: C. V. Mosby Company, 1941. 

The first edition of this book appeared in 1932. The present 
edition has been condensed from the tenth edition of the well 
known book on “Diseases of the Skin” by the same authors. 
The literature has been brought quite up to date, th. number of 
illustrations has been more than trebled, and all of the type has 
been reset. The repute of the authors in their chosen field makes 
it possible for them to secure contributions of much new material 
from other distinguished dermatologists. As a textbook for 
students, this volume is to be especially recommended because of 
its intensely practical character, the succinct manner of presenta- 
tion of the material and the excellence of the illustrations, both 
in form and in printing. 


State Board Questigns and Answers for Nurses. Essay and (Objective 
Types. Compiled from Actual Examination Questions Given Throughout 
the Country by State Examining Boards. Nineteenth edition, 1941 revl- 
sion. Cloth. Price, $3.50. Pp. 1,084. Philadelphia, Montreal & London: 
J. B. Lippincott Company, 1941. 

This book contains answers to hundreds of questions which 
were asked by nurses’ examining boards throughout the coun- 
try last year. The editorial board which answers these ques- 
tions comprises eleven nurses or instructors in high positions 
in well known institutions. The questions are classified under 
the various subjects in which nurses are examined, such as 
anatomy and physiology, hygiene, pharmacology, nutrition, 
medical nursing, surgical nursing, obstetric nursing and the 
nursing of children. While the book is obviously intended to 
help nurses who expect to take these state board examinations, 
it will also serve as a guide for a thorough review and as 
an encyclopedia of modern knowledge on nursing. 


The Notifiable Diseases: Prevalence in States 1939. Federal — 
=a 


Agency, United States Public Health Service. Division of . 
Reports and Statistics. Supplement No. 163 to the Public Health my ot 
Paper. Price, 5 cents. Pp. 14. Washington, D. C.: Supt. ©! eueed 
Government Printing Office, 1941. 

This leaflet consists of tabulations indicating the spread ol 
the communicable diseases in 1939 according to states. It a 
useful reference for those to whom disease statistics are usell 


or significant. 
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QUERIES AND 


Queries and Minor Notes 


THE ANSWERS HERE PUBLISHED ™HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES. THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
\wy OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY. 
\NONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
E NOTICED. EVERY LETTER MUST CONTAIN THE WRITER'S NAME AND 


ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST. 


MASKS FOR PROTECTION AGAINST FORMAL- 
DEHYDE GAS 
To the Editor:—Will you kindly give a formula for the material used to 
adsorb formaldehyde in the canister of a gas mask? Could dry antiformin 
serve this purpose? Amour F. Liber, M.D., New York. 


Answer.—Formaldehyde gas may be adsorbed to a large 
degree by the special activated charcoal in the canister of the 
eas mask. Through various heating and steaming processes, 
the charcoal grains are changed so that fine, capillary-like tubes 
are obtained and adsorption is greatly increased. Although in 
the literature there has been mention of such simple filters, in 
industry some firms using formaldehyde prefer masks with a 
closed system with oxygen or with an intake tube extending 
out into noncontaminated air. It is rather rare, however, to 
obtain a toxic concentration of formaldehyde under ordinary 
practical conditions, in spite of the fact that the exact range 
of toxic concentration is not known at the present time. With 
regard to dry antiformin, it is reported that there may be a 
danger of sodium formate being produced and then carbon 
monoxide being split off from the formate. Unless this mask 
has particular facilities for protection against carbon monoxide, 
the simple antiformin canister should not be used. Theoreti- 
cally, the danger of the production of the carbon monoxide 
irom formaldehyde is possible with any type of oxidizing agent. 


ASYMPTOMATIC NEUROSYPHILIS 


To the Editor:—In September 1939 during a routine examination on a white 
woman aged 24 it was found that she had a 4 plus Kahn reaction. Gen- 
eral physical examination revealed no abnormalities. The Wassermann 
test on 1 cc. of spinal fluid resulted in a 4 plus reaction. The gum mastic 
test gave negative results. A diagnosis of latent syphilis, probably early, 
with early involvement of the central nervous system, probably of a 
meningovascular type, was made. For the next eight months the patient 
was treated with alternate courses of a bismuth compound and mapharsen, 
receiving ten injections of the bismuth compound, 2 grains (0.12 Gm.) at 
each dose, and twenty-four injections of mapharsen, 0.04 Gm. per dose. 
At this time both Kahn and Wassermann reactions of the blood were 
4 plus. The spinal fluid showed a cell count of 4 and no globulin and 
gave a negative reaction to gum mastic. The Wassermann reaction was 
negative with 0.2 cc. of fluid, 3 plus with 0.5 cc. of fluid and 4 plus with 
l cc. At that time, May 1940, the administration of tryparsamide was 
begun, and the patient received a total of twenty-nine injections of 2 Gm. 
each. In December 1940 both the Kahn and Wassermann reactions of the 
blood were still 4 plus. The spinal fluid showed a normal cell count and 
no globulin and gave a negative reaction to gum mastic. The Wasser- 
mann reaction was negative with 0.2 and 0.5 cc. of fluid but 2 plus with 
lee. of fluid. In January 1941 the administration of a bismuth compound 
was begun again, it being impossible to continue with tryparsamide because 
of a gastric reaction. | should like your suggestions as to future procedure 
in this case. In view of the favorable response in the spinal fluid, | feel 
that after a few weeks of therapy with the bismuth compound | could give 
her another course of tryparsamide. Assuming that she received tryp- 
arsamide for another six months and at the end of that time the spinal 
fluid was normal but the blood still positive for syphilis, what would you 
Suggest for further therapy then? 1! would also appreciate a comment as 
to the relative merits of fever therapy and trypars@mide at the present 


time. M.D., Tennessee. 


ANswer—If the September 1939 physical examination of the 
Patient was completely normal from the neurologic standpoint, 
the correct diagnosis is asymptomatic neurosyphilis. In plan- 
ling treatment for such a patient, it is desirable to have some 
idea as to the probable duration of the infection, a point con- 
cerning which no information is supplied. While it may be 
impossible to date the infection on the basis of a history of 
‘sions of early syphilis, nevertheless collateral evidence, such 
AS th duration of marriage, if any, or the length of time over 
— potentially infectious exposure may have occurred, would 
*¢ ot value. If the duration of infection was less than two years 
at th: ume of the discovery of the positive serologic reaction 
— blood, it would have been desirable to intensify the arseni- 
rd Phase of treatment by larger and probably more frequent 
= yg If, on the other hand, the infection was 
—_ " y older than two years, the treatment so far given seems 
war Procedure suggested for the immediate future, namely the 

‘al of tryparsamide after completion of the present course of 
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the bismuth compound, is satisfactory. It may well be that in 
view of the occurrence of gastrointestinal reactions during the 
last course of tryparsamide the patient has become permanently 
intolerant to this drug, though this cannot be determined without 
further trial. If tryparsamide is tolerated and if the patient is 
of average weight (132 pounds, or 60 Kg.) it is suggested that 
the dose of tryparsamide be raised from the 2 Gm. level pre- 
viously employed to the average therapeutic dose of 3 Gm. If, 
on the contrary, tryparsamide is not tolerated, fever therapy, 
preferably with induced malaria, would be desirable. 

Assuming that tryparsamide can be given and that after 
twenty-six consecutive weekly injections the spinal fluid is nor- 
mal but the serologic reaction of the blood still positive, it is 
suggested that for an ensuing six months treatment be continued 
as originally begun, with alternating courses of a_ trivalent 
arsenical in a maximum tolerated dosage (e. g. mapharsen 60 mg. 
instead of 40, arsphenamine 0.3 to 0.4 Gm.) and of bismuth 
subsalicylate in oil, each 0.2 Gm. At the end of this time the 
spinal fluid should be reexamined. If it is still normal, regard- 
less of the serologic reaction of the blood, the patient may be 
placed on probation. There should then ensue an_ indefinite 
period of observation, during the first three to five years of 
which examination of the spinal fluid should be repeated at six 
month intervals and the blood test repeated by a satisfactory 
quantitative technic. From the serologic standpoint treatment 
need not be resumed unless there is evidence of a return of 
abnormalities of the spinal fluid or of a high titer serologic 
relapse in the blood. In addition the patient should undergo 
periodic physical examination with special emphasis on her 
neurologic status, at least at yearly intervals. 

There is little satisfactory information as to the relative merits 
of fever therapy and tryparsamice in the treatment of neuro- 
syphilis. The only recent papers on this particular point are by 
Solomon and Epstein (Arch. Neurol. & Psychiat. 33:1008 
[May], 1216 [June] 1935). These authors conclude that in their 
hands the results of tryparsamide therapy are approximately as 
good as those obtained from malaria. Other workers in the 
field, however, without having presented evidence to document 
the point, have expressed belief that in paralytic neurosyphilis 
at any rate fever therapy is superior to tryparsamide. 

Finally, it should perhaps be said that in a patient with neuro- 
syphilis of any category who cannot tolerate tryparsamide or in 
whom, in spite of the use of this drug in adequate amounts, 
abnormalities of the spinal fluid persist, fever therapy should be 
employed. 


UTEROTUBAL INSUFFLATION AND AIR EMBOLISM 


To the Editor:—Would you discuss the use of carbon dioxide or air in 
uterotubal insufflation. The argument, as | understand it, centers primarily 
around the danger of producing embolism with the use of air and sec- 
ondarily around the question of the comparative degree of irritant action 
of the two gases. Is the danger of embolism only theoretical or have 
there been definite cases reported in which embolism occurred? What is 
the actual risk as compared to theoretical risk? 

Ralph E. White, M.D., Santa Ana, Calif. 


ANSWER.—The actual risk of embolism during the perform- 
ance of uterotubal insufflation is practically nil, regardless of 
whether carbon dioxide or air is used. One case of presumable 
air embolism was reported by Rubin (Cumulative Supplement 
and Composite Index of Gynecological and Obstetrical Mono- 
graphs, New York, D. Appleton & Co., 1928, p. 49). The 
patient had had an amputation of the cervix performed some 
years before. The uterus contained several fibroid tumors, one, 
the largest, being the size of a large apple. The tubes had been 
converted into large hydrosalpinges. The physician, not expe- 
rienced with the test, first dilated forcibly the cervical canal, 
insufflated the uterus with gas and then curetted. This is the 
order of the operation as stated by the physician in question. 
The patient became cyanotic, and her respirations became embar- 
rassed ; anesthesia was not discontinued, but the operator “quickly 
finished” the curettage. She ceased to breathe under the anes- 
thetic and was not resuscitated. At necropsy air was found in 
the pelvic veins, including those of the broad ligament, the 
_inferior vena cava and the cavity of the heart. The tubes were 
found to be surrounded by adhesions widely distended and 
occluded at the fimbriated ends. The one tube was distended 
with blood and air. 

In this unfortunate case it may be that the injury to the cervix 
occasioned by forcible dilation of a stenosed cervical canal may 
have presented the avenue of entrance into the cervical veins 
and thence into the broad ligament. Some of the gas held under 
pressure within the uterine cavity may have entered the general 
circulation after the endometrium was curetted, a fact demon- 
strated by Sampson with his bismuth experiments and in Rubin’s 
work. Too much stress cannot be laid on this point of the 
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necessity of slow, careful insufflation with gas. It is striking 
that in the hands of the men who have employed transuterine 
insufflation according to all the rules of technic and indications 
no such accident has occurred nor anything approaching a 
calamity, and the number of insufflations may now be reckoned 
in the thousands. Rubin has demonstrated that as much as 
300 cc. of gas can be introduced into the venous system without 
causing any harm provided the rate of injection is slow, similar 
to that prescribed for transuterine insufflation. 

As emphasized by Rubin, carbon dioxide has proved to be 
the most readily absorbed of all the available gases, but air is 
also satisfactory for testing tubal patency. However, regardless 
of which gas is injected into the uterine cavity, a pressure gage 
should always be used. A manometer will not only prevent the 
use of excessive pressure but present additional evidence of 
the patency or nonpatency of the tubes by the rise and fall of 
the pressure reading. In order to avoid any complications, 
uterotubal insufflation should never be performed in the presence 
of uterine or cervical bleeding, fever, pelvic tenderness, pelvic 
tumors, vaginal purulent discharge and serious cardiac or respira- 
tory disease. 


TREATMENT FOR CYANIDE POISONING 


To the Editor:—A treatment for poisoning with cyanide using sodium nitrite 
and sodium thiosulfate has been recommended: 0.3 Gm. of sodium nitrite 
in 10 cc. of water given intravenously and followed by 25 to 50 cc. of a 
50 per cent solution of sodium thiosulfate given intravenously. What is 
the status of this treatment? How should the solutions be prepared to 
have them sterile? Can the drug be added to boiling sterile salt solution 
and boiled, as is done with sulfanilamide powder? Or, again, can the 
powdered drug be put up in papers and autoclaved? 

Gail K. Ridelsperger, M.D., Warren, Pa. 


ANSWER.—Experimental work on dogs (Chen, K. J.; Rose, 
C. L., and Clowes, G. H. A.: Comparative Values of Several 
Antidotes in Cyanide Poisoning, Am. J. M. Sc. 188:767 [Dec.] 
1934) indicates that successive injections of sodium nitrite and 
sodium thiosulfate give the best antidotal action to poisoning 
with cyanide. In dogs, this combination of drugs was found, 
to detoxify 20 minimum lethal doses of sodium cyanide, which 
was almost three times the sum of their individual values and 
was ten times as effective as methylene blue. As a result, the 
authors cited reviewed the findings of other investigators and 
suggested a treatment for poisoning with cyanide. Essentially 
it consisted in the immediate administration by inhalation of 
amyl nitrite for fifteen to thirty seconds, which is repeated every 
two or three minutes until the solutions are injected ; intravenous 
injection of sodium nitrite (6 to 10 mg. per kilogram of body 
weight) at the rate of 2.5 to 5 cc. a minute, followed with 
sodium thiosulfate (0.5 Gm. per kilogram of body weight) at 
the same rate, gastric lavage if the poison has been taken by 
mouth, and continuous observation of the patient for at least 
twenty-four to forty-eight hours. Persistence of signs of poison- 
ing or their reappearance one hour after the initial dose is an 
indication for repeating the dose of sodium nitrite and sodium 
thiosulfate, although Chen, Rose and Clowes advocate a second 
injection at the end of two hours for prophylaxis even if symp- 
toms are not present. Subsequent doses should be one half of 
the original dose. The two drugs must not be mixed together 
before injection. These investigators also advise the main- 
tenance in large hospitals of an emergency kit consisting of 
pearls of amyl nitrite, ampules of sodium nitrite (0.3 Gm. in 
10 cc. of water), ampules of sodium thiosulfate (25 Gm. in 
50 cc. of water), two sterile syringes (10 cc. and 50 cc.), a file 
and a stomach tube. Whereas Chen and his co-workers injected 
sodium cyanide subcutaneously for experimental purposes, Ettel- 
dorf (The Treatment of Gaseous Hydrocyanic Acid Poisoning 
by Sodium Thiosulfate and Sodium Nitrite Combination, 
J. Pharmacol. & Exper. Therap. 66:125 [May] 1939) allowed 
dogs to inhale the vapors from hydrocyanic acid and found that 
previous intravenous administration of sodium thiosulfate and 
sodium protected the animals against concentrations which were 
four to six times as great as that necessary to produce con- 
vulsions in control animals. Again, Etteldorf reported that 
administration of the drugs immediately after exposure to hydro- 
cyanic gas either results in recovery or hastens it except in those 
cases in which convulsive concentrations of the poison had been 
reached. When this occurred, the treatment appeared to be 
valueless. Cushny, Edmunds and Gunn (Pharmacology and 
Therapeutics, Philadelphia, Lea & Febiger, 1940) suggest the 
intravenous injection of 6 to 10 mg. per kilogram of body weight 
of sodium nitrite in 3 per cent solution, followed by 0.5 Gm. 
per kilogram of body weight of sodium thiosulfate in 50 per 
cent solution. They also point out the value of the inhalation 
of amyl nitrite as a preliminary adjuvant to this treatment. 
Sodium thiosulfate is marketed by a number of pharmaceutic 
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houses. Some of these preparations have been accepted by the 
Council on Pharmacy and Chemistry for inclusion in New anq 
Nonofficial Remedies and are prepared as 10 per cent solutions 
(1 Gm. in 10 cc. of solution). However, if it is desired to 
prepare the solutions as needed, the drug may be dry heated ang 
added to freshly autoclaved distilled water, or it may be addej 
to distilled water and the resultant solution autoclaved. [f jt 
is desired to fill a number of ampules for future use, the soly. 
tion should be prepared and the ampules filled and heated to 
100 C. for thirty minutes. A general discussion on the prepa. 
ration of ampule solutions is contained in the National Formy. 
lary. The solution of sodium nitrite may also be prepared as 
needed by sterilizing the powder with dry heat and adding ty 
autoclaved distilled water. Solutions that deteriorate whey 
heated may be passed through a sterile clay filter candle sych 
as is used in the Berkefeld or Chamberland type of filter, by 
this process does not assure positive sterility. 


NO TEST FOR MARIHUANA SMOKER 


To the Editor:—Iis there any method of determining whether a person is 
under the influence of, or has smoked, marihuana recently that would 
be acceptable in court? If there is a test on body fluids how should 
the sample be taken and preserved and where is the nearest laboratory 
that would test it? M.D., Montana 


ANSWER.—Although there are a number of methods for identi- 
fying cannabis (marihuana) and its derivatives (Walton, R. P.: 
Marihuana, Philadelphia, J. B. Lippincott Company, 1938, chap- 
ter 10, pp. 164-166) there is no dependable test for determining 
the presence of this drug in the blood or other body fluids. In 
Queries and Minor Notes (Mescaline, Marihuana and Cocaine, 
THe JourNAL, Jan. 13, 1940, p. 182), in answer to a similar 
inquiry as to whether satisfactory laboratory tests were in exis- 
tence for determining the presence of cannabis in the blood and 
other body fluids, it was stated “There is at present no dependable 
specific test which will identify cannabis or the resinous active 
ingredient, cannabinol. It is doubtful whether sufficient material 
could be extracted from the blood with chloroform for puri- 
fication and examination.” Until a generally accepted and 
dependable test for determining the presence of cannabis or its 
derivatives is developed, a court of law would not be disposed 
to admit in evidence the results of a test or an analysis of the 
blood or other body fluids for the purpose of determining whether 
or not a person had smoked, or otherwise consumed, cannabis 
and whether or not he was under the influence of that drug at 
a particular time. 


CAVIAR AS POSSIBLE SOURCE OF FOOD POISONING 
To the Editor:—in the case of caviar being suspected as the cause of food 
poisoning, what would be the significance of the following laboratory report 
based on an examination of a sample of this caviar? 
Microscopic examination: Gram-positive cocci present. 


Culture: B. subtilis present. 
M. B. Jarman, M.D., Hot Springs, Vo. 


ANSwWER.—The presence of B. subtilis in the suspected food 
would indicate that it was a possible air-borne contaminant. 
As far as is known, this organism has not been involved in 
food poisoning. The most important gram-positive cocci 
responsible for food poisoning are certain strains of staphylo- 
cocci which grow well on ordinary mediums. Therefore this 
laboratory report would be without value in incriminating the 
caviar as the cause of food poisoning. 


BOWING OF LEGS IN INFANCY 


To the Editor:—in The Journal for March 1, 1941, page 906, the answer 
given to the question on bowing of the legs in infancy seems to me to de 
inadequate. By far the majority of cases are caused by congenital varic- 
tions in the anatomy of the feet which affect weight bearing so os ' 
cause pronation. Specifically, the most common of these faults is com 
genital shortness of the tendon of the heel. Shortness of the first mete 
tarsal bone resulting in pronation is also a contributing factor in void 
cases, and in an appreciable number the presence of an accessory scaph 


bowing of the legs, since the development of the legs and the growth of 
the epiphyses are dependent on function in weight bearing, and any (Or 
dition which results in a shift of the normal weight-bearing line 
result in a corresponding deformity of the legs. it is also intereseng 
note that bowing, torsion of the tibia, and knock knee may cll be Ph 
ent at the same time in the same child. Dr. Guy Caldwell hos no ate 
shown that overweight is a definite factor in the production } 
ties of the legs in children. No treatment is necessary if normal ond : 
is present in the feet and if the child is not overweight. ae 
abnormalities or overweight are present, the shoes should be so aitere’ 
to restore normal weight-bearing stress, or the deformity resulting 
abnormal weight bearing cannot be expected to correct its:!f. 
Duncan C. McKeever, M.D., Houston, Tex 
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